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Preface 


Education is the acquisition of the art 
of utilization of knowledge —A. N. WHITEHEAD 


In the complex and swiftly evolving societies of today’s world, the capacity of 
the individual to achieve is crucial. This capacity is fundamental to national 
security and progress. Health is essential to achievement, whether for the indi- 
vidual or the nation, and medicine is the wellspring. Only as medical education 
advances, therefore, can one expect in the years ahead the better health already 
being demanded by people everywhere as their basic human right. 

The physician’s objectives at mid-century far exceed the cure and alleviation 
of disease—its prevention and earlier recognition are now his goals. Beyond that, 
he must strive for the maximum physical, mental, and social efficiency of the 
patient and of the patient’s family and community. To do so effectively, the phy- 
sician must acquire a broad understanding of health and disease and of the many 
forces that are introducing social changes at an accelerating rate. Only then, I 
believe, can he be expected to meet successfully his expanding professional re- 
sponsibilities. It is implicit, furthermore, as I see it, that the physician as a citizen 
bring to bear on the solution of social problems his special proficiencies and 
capabilities. He should be, and will be increasingly, expected to advise his com- 
munity, his state, his nation. He must accept his role of leadership as our society 
endeavors to extend the benefits of expanding scientific knowledge to the service 
of mankind. 

How best to help the medical student equip himself to carry the greater burden 
of responsibility that as tomorrow’s physician he will have to bear, was the cen- 
tral question at the First Institute on Clinical Teaching. Under the very able 
leadership of the Chairman, Dr. Julius B. Richmond, and his associates on the 
Planning Committee and the three Subcommittees, the Institute’s participants 
worked together at Swampscott, Massachusetts, from October 7 to 11, 1958, to 
throw light on this focal issue. The participants were assisted in their efforts by 
having available the extensive resource material concerning student, faculty, and 
administrative attitudes that had been gathered in preparation for the Institute. 
As has been true in previous years, these factual data proved to be highly en- 
lightening. Dr. Helen H. Gee, Director of Research, and the members of her staff 
contributed talent, time, and effort to formulation of the extensive questionnaires 
and to the statistical analysis of the responses. 

A host of fresh proposals emerged as teachers with divergent points of view 
fought for their convictions and explored new ideas in their joint attack on the 
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intricate problems surrounding clinical teaching and learning. The Swampscott 
Institute was indeed another “national faculty meeting” of the best sort, deriv- 
ing its spirit from the active and candid exchange of experiences made possible 
by small-group discussion, and avoiding the pitfall of drawing up a set of blue- 
prints. No resolutions, specific recommendations, or overly simplified solutions 
to educational questions emerged. Quite the contrary! A healthy respect pre- 
vailed for individual differences, whether institutional, regional, or other. The 
strength of American medical education lies in no small measure in its diversity. 
Hopefully, there will always be many roads to Rome. Nevertheless, in spreading 
their problems on the table to subject them to critical examination, the partici- 
pants adhered to the wisdom of Whitehead’s sage comment that “The art of 
progress is to preserve order amid change and to preserve change amid order.” 

A total of 153 invited participants, including a score of representatives from 
such disciplines as philosophy, law, economics, psychology, and sociology, en- 
tered vigorously into the discussions that again provided the stimulating inter- 
change of opinion characteristic of the Institutes. These participants came from 
100 medical schools (85 in the United States, 11 in Canada, and 1 each in 
Beirut, the Philippines, Puerto Rico, Sweden) and from other university facul- 
ties, teaching hospitals, research institutes, foundations, and governmental agen- 
cies. Among this carefully selected group the wide spectrum of clinical medicine 
was not only fully represented, it was also extended into related fields of learn- 
ing. 

The 1958 Institute on Clinical Teaching was built around three related areas: 
the objectives, the setting, and the student-patient-teacher relationship. Inevi- 
tably, explorations of the third area penetrated to the heart of the problem, as 
any of the following chapters will make abundantly clear. The small discussion 
groups delved deeply into the difficult task of maintaining an optimum balance 
between the student’s education and his training. His education—a process of 
growth—places the emphasis on the solving of problems, on “the acquisition of 
the art of utilization of knowledge.” The student must work and think for him- 
self. In contrast, the student’s training, for which Sir George W. Pickering’s term 
is “instruction,” concerns the process whereby he is required to assimilate 
masses of fact and to become skillful in the use of current techniques. It is of 
course true that all professional education must involve a large amount of train- 
ing. Nevertheless, as I have remarked on other occasions, medical education is 
good only when it is good education. 1 believe it is preferable to send medical 
students into the professional world knowing less, but understanding better how 
to learn. Their stock of facts will in any case become a diminishing asset. If they 
have not learned while in school how to learn, they never will. 

Extramural forces impinging on medical education were cast into high relief 
by experts viewing the scene from the perspective of their nonmedical fields. 
Thus, a philosopher depicted the clinical teacher with the objectivity of one well 
versed in cultural trends and the general problems of higher education. He saw 
the educational experiences of the medical student as a process of cultivating 
taste in order to arrive at sophisticated judgments. An economist pointed to the 
impact of an expanding economy on medical care and thus of necessity on medi- 
cal education. A psychologist delineated some of the many ways by which be- 
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havioral science endeavors to apply to man himself the methods of science: 
examination, mensuration, testing. Although behavioral science is still compara- 
tively young—striving toward, but not yet attaining, unified theory—much hu- 
man behavior can be systematically described, and changes in behavior produced 
by altering features in the physical and social environment can be predicted. 
Behavioral scientists are already revealing much that is significant by studying 
medical education as an entity. They can be most helpful in the design of educa- 
tional experiments and in the evaluation of results. At the Institute, they cau- 
tioned repeatedly lest their clinical confréres expect too much, too soon. Over- 
enthusiasm for new disciplines can rapidly give way to disillusionment and re- 
jection when problems cannot be immediately resolved. In the degree of maturity 
and objectivity displayed at the Institute, the behavioral scientists were outstand- 
ing. 

Dr. J. Philip Sandblom, Chancellor and Professor of Surgery, University of 
Lund, in speaking about clinical teaching under the European system of educa- 
tion, set forth a comprehensive and lucid comparison of the problems encoun- 
tered in the two systems. He is thoroughly familiar with both. The participants 
expressed their sincere appreciation to Dr. Sandblom for his willingness to come 
to Swampscott from Sweden. Another university leader, Mr. Quigg Newton, 
President and Professor of Law, University of Colorado, dealt with many of the 
dynamics of the university-teaching hospital relationship. He voiced his concern 
at the increasing cynicism that seems to be appearing among medical students, 
interns, and residents. He stressed, as did others, the pivotal influence exerted 
by the hospital administrator on opportunities for clinical teaching and learning. 

The Association of American Medical Colleges was prepared for the 1958 In- 
stitute on Clinical Teaching. It developed as a logical sequel to earlier annual 
Teaching Institutes, originally proposed in 1952 during my presidential talk on 
Medical Education in Transition at the 63rd Annual Meeting of the Association 
at Colorado Springs. The background for these Teaching Institutes was the ex- 
perience gained at the three conferences held in 1951 and 1952—two on psy- 
chiatry and one on preventive medicine—in which the AAMC had participated 
in partnership with the American Psychiatric Association and the Conference of 
Professors of Preventive Medicine. Many of the questions so thoroughly thrashed 
out at Swampscott had received consideration at these conferences. 

The first three of the AAMC Teaching Institutes, which were held in 1953, 
1954, and 1955, dealt with the basic medical sciences: physiology, biochemistry, 
and pharmacology; pathology, microbiology, immunology, and genetics; anat- 
omy and anthropology. Medical ecology was the topic that I had projected in 
1952 for the fourth Teaching Institute. When it was decided that the time had 
arrived to plan for an intensive study of the medical student, who had been 
somewhat overlooked by the participants in their preoccupation with curricular 
design during the three-year exploration of the medical sciences, the planning 
committees concerned soon realized that two Teaching Institutes would be re- 
quired to deal adequately with the student’s capacities and limitations for learn- 
ing, his personality, and his emotional reactions to the inevitable pressure of 
professional study. The 1956 and 1957 Institutes were accordingly designed as a 
pair on Evaluation of the Student. 


The 1956 Institute took up the appraisal and selection of applicants to medi- 
cal school. At this Institute the psychologists helped the AAMC reach a mile- 
stone in the recognition that psychology has produced insights into the mosaic of 
personality that have profound implications for the future of medicine. At the 
1957 Institute, the sociologists made a similarly significant contribution by 
throwing light on the interaction among a variety of forces involving the medical 
school setting. These two Institutes provided for medical teachers an awareness 
of the roles in which social and behavioral scientists can be exceedingly helpful in 
improving medical education. 

The stage was thus set for the 1958 Institute, the first on clinical teaching, the 
sixth in the series I had suggested in 1952, the ninth in the AAMC effort since 
the war to provide a national forum for self-study. Including the Swampscott 
Institute, more than 600 faculty members and deans have had the privilege of 
participating in a thorough inspection of all aspects of medical education. This 
background made possible the effective exploration of the many complex factors 
involved in teaching clinical medicine, which is unique in its essential three-way 
relationship embracing the student, the teacher, and the patient. 

At the Edgewater Beach Hotel in Chicago two months hence—on October 27 
to 31, immediately preceding the 70th Annual Meeting of the AAMC—the Asso- 
ciation will conduct the Second Institute on Clinical Teaching. Dr. Charles G. 
Child, III, Professor of Surgery and Head of the Department at the University 
of Michigan Medical School, will be Chairman. For many months he and his 
associates on the Planning Committee and the several Subcommittees have been 
working out the endless details in the arrangements that will foster the main- 
tenance of the momentum engendered at Swampscott and the sound building of 
new insights upon the explorations of clinical teaching and learning described in 
the present Report. 

At Swampscott, clinical teaching was examined as a phenomenon and the 
many factors involved in its ecology were scrutinized. At Chicago, the intent is to 
look more closely at the what and the how, as well as at the why—thinking, 
doing, understanding, if you will. The functions of the clinical teacher in his rela- 
tion to the first years of postgraduate training, i.e., the years of internship and 
residency, will be analyzed as will his functions in relation to the graduate stu- 
dents of medicine still working for their M.D. degrees. What makes the award- 
ing of the M.D. degree so often a barrier to further education? How can the uni- 
versity extend its influence more effectively into the postdoctoral years? The con- 
tinuing education of the doctor after his residency training is completed, and 
after his specialty status is achieved, desperately requires attention. It is prob- 
able, however, that this highly important although almost unexplored area will 
have to wait for a future Institute to receive the careful exploration it deserves. 

As these paragraphs are being written at my familiar haunt on Martha’s Vine- 
yard Island, the constant coming and going of ships on the sea has brought to 
mind Joseph Conrad’s volume of intimate revelations, Mirror of the Sea. Our 
series of Teaching Institutes reminds me of some of his comments in Chapter 1, 
“Landfalls and Departures,” in which he wrote: * 


* Acknowledgement is hereby given to J. M. Dent & Sons Ltd., Doubleday & Company, Inc., 
and the Trustees of the Joseph Conrad Estate. 
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In all the devious tracings the course of a sailing-ship leaves upon the white paper 
of a chart she is always aiming for that one little spot—maybe a small island in the 
ocean, a single headland upon the long coast of a continent, a lighthouse on a bluff, or 
simply the peaked form of a mountain like an ant heap afloat upon the waters. But if 
you have sighted it on the expected bearing, then that Landfall is good. Fogs, snow- 
storms, gales thick with clouds and rain—those are the enemies of good Landfalls. 


What are the enemies that we as teachers face as we seek to improve medical 
education? Surely our enemies include: habit and simple inertia, contentment 
with the status quo and self-satisfaction, fear of change, slavish adherence to 
orthodox and conventional beliefs and procedures, failure to understand the sig- 
nificance of social evolution and the consequent expansion of the responsibilities 
and opportunities of the physician. The list could be extended. 

The Teaching Institutes have helped many a teacher, many a faculty of medi- 
cine, to chart new courses. A “good Landfall” was made at Swampscott. I am 
convinced that another will be made at Chicago. 


GerorGE PACKER Berry, M.D. 


President, Harvard Medical Center, and 


Dean, Faculty of Medicine, Harvard University 


Member, Committee on Research and Education 


Association of American Medical Colleges 


Martua’s VINEYARD, MASSACHUSETTS 
August 25, 1959 
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An Allegory 


The humble horse chestnut became leitmotiv of the 1958 Teaching Insti- 
tute. How this came to pass can best be told by the wily perpetrator him- 
self, for it was Dr. George Packer Berry who—in stressing the continuing 
importance of keeping medical education deeply rooted in the university 
once again exercised his special gift for setting the tone of an Institute. 


The year 1869 had a particular significance for Harvard medicine, because it 
marked the beginning of the transition of the Medical School from what was 
essentially an independent proprietary school to a university institution. It was 
the beginning of scientific medicine at Harvard, based on the work of Pasteur 
and a realization of the new universe revealed by the microscope and on the 
physiological methods of study then in their infancy in France and Germany. 
This transition from a proprietary to a university school was rapid and stormy. 

The Harvard Medical School was originally intended to supplement the pre- 
vailing practice of apprenticeship, whereby a student attached himself to an 
older physician and thus learned the art of medicine from practical training. The 
Medical School was established in 1782, when the President and Fellows of 
Harvard College, commonly known as the Corporation, appointed Dr. John 
Warren as the first Professor of Anatomy and Surgery. Shortly thereafter, Dr. 
Benjamin Waterhouse was made Professor of the Theory and Practice of Physic, 
and Dr. Aaron Dexter was named Professor of Chemistry and Materia Medica. 

Until 1869 the connection of the Medical School with Harvard College had 
been merely nominal, with the Governing Boards simply conferring the degrees 
voted by the Faculty of Medicine and confirming the professorial appointments 
made by them. The Faculty elected the Dean and otherwise conducted its affairs 
in an autonomous fashion. Then, in 1869, Charles Eliot became President of 
Harvard. 

Mr. Eliot gave the first hint of what was coming when he took the chair at a 
meeting of the Faculty of Medicine—no Harvard president had ever done so 
before. The crying need for a radical change from a proprietary to a university 
school and for the proper teaching of advancing science had caught his attention. 
A majority of the professors in the Medical School were traditionally conserva- 
tive, but a few allied themselves with the new President. 

The champion of the conservatives was a surgeon, distinguished in his day, 
Henry Jacob Bigelow. It was he who, at a later Faculty meeting, asked why so 
many changes were proposed when everything at the Medical School was quiet 
and prosperous. For a moment there was dead silence at the meeting. Then Presi- 
dent Eliot replied, with the firm softness that characterized many of his utter- 
ances: “I can tell Dr. Bigelow the reason; we have a new President.” 

Dr. Bigelow objected to the higher requirements for entrance to the Medical 
School, advocated by the President, on the grounds that physicians and surgeons 
are born, not made, and that the inevitable reduction in numbers might exclude 
a genius in the art. He insisted that collateral sciences, which the medical student 
might or might not need, should not be confounded with the medical art, which 
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he must have. He even denied that great medical discoveries are made in labora- 
tories. Finally, when Mr. Eliot and his adherents had carried the battle to the 
Harvard Corporation, Dr. Bigelow exclaimed: “Does the Corporation hold 
opinions on medical education? Who are the Corporation? Does Mr. Lowell 
know anything about medical education? Or the Reverend Putnam? Or Mr. 
Bowditch? Why, Mr. Crowninshield carries a horse chestnut in his pocket to 
keep off rheumatism! Is the new medical education to be best directed by a man 
who carries horse chestnuts in his pocket to cure rheumatism?” 

The results of Mr. Eliot’s battle are well known. The Medical School became 
an intimate and significant part of Harvard University. Within a year, Oliver 
Wendell Holmes, then a member of the Faculty of Medicine, wrote to a friend: 
“Our new President, Eliot, has turned the whole University over like a flapjack. 
There never was such a bouleversement as that in our Medical Faculty.” 

Mr. Eliot described the situation somewhat differently two years later when he 
wrote in his President’s Report for 1871-72: “It would be difficult to overstate 
the importance of the effort which this single School is making, with no support 
except the approval of the profession, to improve the system of medical instruc- 
tion in the United States. The ignorance and general incompetency of the aver- 
age graduate of American medical schools, at the time when he receives the de- 
gree which turns him loose upon the community, is something horrible to con- 
template, considering the nature of a physician’s functions and responsibilities.” 
Mr. Eliot continued by emphasizing how much more devastating are the mistakes 
of a physician than are those of professionals in other walks of life. “The mistakes 
of an ignorant or stupid young physician or surgeon mean poisoning, maiming, 
and killing, or, at the best, they mean failure to save life and health which might 
have been saved, and to prevent suffering which might have been prevented . . . 
the Harvard Medical School has successfully begun a revolution in this system.”’ 

The results of this revolution were soon apparent. By 1871 the dissecting 
room in anatomy and the laboratory for chemistry had been amplified by labora- 
tories for physiology and microscopic anatomy. Laboratory instruction in the 
basic sciences became the foundation of the physician’s education. 

But to return to Mr. Crowninshield and his horse chestnut. He was asked if he 
did, indeed, carry a horse chestnut in his pocket to keep off rheumatism. He 
replied that he did indeed carry a horse chestnut in his pocket. And did it work ? 
Mr. Crowninshield thought it might be said that the horse chestnut was effective 
—in any event, the fact was that he had had no attacks of rheumatism since he 
carried a horse chestnut in his pocket. Then, Mr. Crowninshield amplified by 
expressing his amazement at the retroactive influence of the horse chestnut—the 
fact was, he said, he had had no attacks of rheumatism before he started carrying 
the horse chestnut! 


—— 


Introduction to the 
1958 Institute 


N THESE DAYS of very considerable concern over the intellectual vigor and 
I creativity of our nation, it is appropriate for us in medical education—as re- 
sponsible members of the higher education community—to review our objectives 
and teaching methods in order to provide the most effective educational experi- 
ence for our students. This was the broad purpose of the First Institute on Clini- 
cal Teaching held by the Association of American Medical Colleges on October 
7-11, 1958, at Swampscott, Massachusetts, and documented in this report. In- 
deed this has been the objective of the entire series of AAMC Teaching Insti- 
tutes; medical education has been engaged in a continuing self-evaluation during 
the entire postwar period. 

The Institutes have been designed to provide a national faculty forum for free 
exchange of ideas and experiences in medical education. No pressures are put 
upon the participants to develop any specific and oversimplified formulations, 
panaceas, recommendations, or resolutions. Through the years, however, out of 
the exchange of ideas in the small discussion groups around which Institute pro- 
ceedings are structured, many research and experimental programs, course and 
curricular revisions, and the like have emerged and developed. 

Participating in the 1958 Institute were 153 individuals representing 100 
medical schools and related organizations in the United States and Canada. All 
followed the Institute tradition of active participation in discussion groups, and 
the majority of them further contributed to the proceedings by serving as discus- 
sion group chairmen and recorders and as topic subcommittee members. As with 
past Institutes, a number of specially invited guests from other disciplines, 
notably the social and behavioral sciences, joined the medical faculty partici- 
pants. This year members of the AAMC Executive Council also participated ac- 
tively in the entire proceedings of the Institute. 


Frames of reference 


The 1958 Institute was concerned with clinical teaching. It was in logical se- 
quence with the previous five Institutes, which concerned themselves with the 
teaching of basic sciences, the appraisal of applicants, and the ecology of the 
student. Our program was designated a Teaching Institute, but it was in large 
measure an Institute devoted to a better understanding of the learning process. 
We considered, therefore, the impact that the student and his background, the 
faculty and its background, and the curriculum and the setting (which provide 
the framework for the interaction) have upon the learning potentialities of the 
student. 

These are complicated issues, and it seems appropriate in this introduction to 
define the frames of reference that guided the Planning Committee in organizing 
Institute content. Recognition of shifting emphases in terms of objectives, facili- 
ties, students, and faculty was a basic consideration throughout, as was the di- 
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Fic. 1.—The singular objective of medical education several decades ago—the educa- 
tion of general physicians. 


versity that exists among the schools. Certainly medical education has not de- 
veloped evenly in each institution, and the differentiating factors are significant 
for discussion. 

In terms of objectives, a considerable shift has taken place in recent years, 
often without explicit recognition. Several decades ago we might have defined the 
objective of a medical school as the graduation of general practitioners to serve 
the community (Fig. 1). From this singular objective, we have moved into an 
era in which medical school graduates pursue a diversity of occupations, ranging 
from a sociologically oriented occupation, such as planning medical care pro- 
grams, to the highly technical surgical skills (Fig. 2). This trend, which includes 
lengthy postgraduate experience, along with the increasingly larger body of 
knowledge in human biology presented to the medical student, has pushed his 
program into the pattern of a generic rather than a terminal education. 

If medical education is to be a generic education, it will necessarily move to- 
ward a greater emphasis on fundamentals and less toward the practical. It will 
become more closely identified with all of higher education. For myself, I like to 
think of education as Whitehead defined it: “The acquisition of the art of the 
utilization of knowledge.” 

In clinical teaching we attempt to bring our knowledge of human biology to 
the bedside. Thus it was inevitable that what we teach would come in for con- 
siderable discussion at the First Institute on Clinical Teaching. The conceptual 
scheme shown in Figure 3 is one that has been found helpful with respect to the 
complexities of teaching an understanding of patients.’ If our clinical evaluation 
may be viewed as the homeostatic capacity of man, we may note the possible 
interactions among factors in the internal environment (constitutional factors), 
the physical environment, and the psychological and social environments. This 
scheme is not intended to be all-inclusive, but rather to serve as a model in 
which we can visualize homeostatic capacity in fluid, ever-changing terms. 


1 Richmond, J. B., and Lustman, S. L. “Total Health: A Conceptual Visual Aid,” J. Med. 
Educ. 29, 1954, p. 23. 
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Fic. 2.—-A diagrammatic representation of some of the career opportunities that medi- 
cal school graduates currently pursue. 


INTERNAL PHYSICAL 
ENVIRONMENT | ENVIRONMENT 


Constitution: Climote 
Housing 
! . 
Endocrine balance Stes 
SS Trayme 
Autonomic N.S SS SQ of 
Organ odequacy \Homeostatic Copacity ING ollergens 
Acid base SS of Orgonism_ S 


bolonce SS Toxins 


@s surfoce of 
Immunity ~ Noxious agents 


EMOTIONAL ENVIRONMENT 
Fomilial constellation 
Emotionoa! climate of home 
Culturcl patterns 
Moturity 
Specific psychological problems 


Fic. 3.—A conceptual model illustrating, in part, the interacting factors basic for an 
understanding of the patient. Helping the student to conceptualize this interaction is one 
of the challenges to clinical teaching. 


Ce diac sur 
Cc 
rthoped 
N= = 
L Obstetrics 
Gynecology 
Plastic surgery 
|_| 
ya 
\ 
\ 
os 


MEDICAL SCHOOL 


Learning potentialities 
of student 


Fic. 4.—A diagrammatic representation of some of the factors influencing the learning 
potentialities of the student. 


Most significantly in any consideration of teaching, we are concerned with the 
learning process in the student. To help in understanding this process, we had 
behavioral scientists among us as participants at the Institute. As the Planning 
Committee hoped, these people, who are professionally concerned with the study 
of learning in one form or another, gave us the opportunity to view the learning 
experiences of our students in a more objective light. 

Learning takes place as a consequence of a complexity of factors, many of 
which are beyond our control (Fig. 4). Basic for the educational process is the 
excellence of faculty and students. The facilities, however, may do much to 
foster or hinder the development of relationships among them. The two previous 
Institutes concerned themselves with the student and his environment. We ex- 
tended these considerations to the learning process in the clinical setting. 


Pre-Institute planning 


These are but a few of the issues facing clinical teachers in our medical 
schools today. To provide opportunity to explore and discuss them, broad topic 
areas were set up by the Planning Committee, and each topic was allotted a day 
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at the Institute. These topics and their subcommittee chairmen were: (1) The 
Objectives of Clinical Teaching, Dr. Stewart G. Wolf, Jr.; (2) The Setting of 
Clinical Teaching, Dr. Charles Child, III*; and (3) The Student, the Patient, 
and the Teacher, Dr. Charles A. Janeway. 

The contents of this report are similarly organized, and the reader is directed 
to the brief introductory notes to each part for the rationale of the topic. All the 
papers presented at the general sessions are reproduced in their entirety in appro- 
priate chapters, and each part concludes with a review of the small group discus- 
sion highlights—the topic as seen by Institute participants. Part IV, entitled 
“Extramural Forces Influencing Medical Education,” contains papers by Dr. 
Charles Frankel, Dr. Seymour E. Harris, and Dr. Ralph W. Tyler. It documents 
the very special evening we spent with a philosopher, an economist, and a behav- 
ioral scientist as they viewed medicine and medical education from the perspec- 
tives of their disciplines. 

One important aspect of pre-Institute preparation was the planning of a series 
of questionnaires covering items of fact and opinion on the theory and practice 
of clinical teaching, and on the setting and the people in it. These were addressed 
to five respondent groups: Deans, Department Heads, Clinical Faculty, Institute 
Participants, and Hospital Administrators. Collection and analysis of the data 
were undertaken during the year preceding the Institute by Dr. Helen Hofer 
Gee, director of research for the AAMC, and her staff. At the Institute each 
participant had a copy of the Questionnaire Analyses, a large compendium of 
tables which came to be known as “the telephone book.” 


The majority of the tables that appear throughout the pages of this book are 


based on the pre-Institute survey, as are the classified tables appearing in Appen- 
dix A. Brief commentary on the samples, analytical techniques, and interpreta- 
tion of the tables is also given in the Appendix, along with some indication of 
future research planned on the basis of this vast accumulation of information. 
These data and the material collected prior to previous Institutes constitute an 
important reference source in their documentation of present-day medical educa- 
tional practices and personnel. 


On behalf of the Planning Committee, let me express appreciation to my co- 
editor, Dr. Gee, and her staff—not only for the pre-Institute research project but 
for the smooth operation of the Institute itself. Dr. Ward Darley, executive di- 
rector of the AAMC, and the Committee on Research and Education offered in- 
valuable leadership and guidance throughout the planning. One individual in par- 
ticular deserves our gratitude—Dr. George Packer Berry, who made the original 
proposal for a series of Institutes, and whose great imagination and vigor con- 
tinues to implement them. 


The deans and faculties of the medical schools were very understanding and 
cooperative in making it possible for us to recruit a serious and thoughtful group 
of participants, and I think no one could have been present at this Institute with- 
out being impressed with the seriousness of purpose of the entire group. It is 
hoped that this book can help in communicating the richness of their experience. 


2 Dr. Child was appointed chairman of the Second Institute on Clinical Teaching, to be 
held October 27-41, 1959, at the Edgewater Beach Hotel in Chicago, Mlinois. 


In a nation that is looking at its educational programs with the greatest in- 
tensity in history, it seems to me we have the responsibility for sharing ideas as 
widely as we can. Thus, we can help to achieve the objectives of continually de- 
veloping and enriching the educational experiences of our students. 


Jutius B. RicHMoNnD 


Professor and Chairman, Department of Pediatrics 
College of Medicine, State University of New Vork at Syracuse 


Chairman, 1958 AAMC Teaching Institute 
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Introductory Note to Part | 


In attempting to plan for a fruitful consideration of the objectives of clinical 
teaching at the 1958 Teaching Institute, the planning committee aimed primarily 
at arousing the participants to frank and vigorous expression. No disagreement 
was anticipated on the broad aim of inculcating on the student the desirable 
attitudes of scholarship, soundness, breadth of vision, and intellectual integrity, 
and of course it was known the whole group of participants would come out 
strongly for curiosity, creative thinking, and clean living. Still it seemed to the 
planners that there must be some important differences in the value systems of 
faculty members that would account for their quite different behavior in curric- 
ular planning. 

After some deliberation, the planning committee isolated three polar pressures 
brought to bear on the students in medical schools. The first was called “The 
Emphasis on the Practical and Encyclopedic.” Adherents to this point of view 
appear to be concerned with teaching the medical student how to practice the art 
of medicine——in fully developed jorm they would be the proponents of the prece p- 
torship. The second more-or-less distinct emphasis the committee discerned is the 
one holding that neither man nor disease can be understood without reference to 
the social setting and the shaping effects of social pressures. Its proponents have 
argued for greater stress on the study of ambulatory patients, especially in their 
home setting. Finally there is the emphasis on so-called pure natural science. To 
the most ardent apologists for this point of view, experimental evidence becomes 
the sole quarry of the chase, cellular pathology the path toward ultimate truth, 
and nucleoprotein synthesis the essence of life. 

To present these polar points of view at the Institute, three profound and 
persuasive teachers were selected—Dr. Edgar Hull, Dr. Henry J. Bakst, and 
Dr. Carl Aljred Moyer—all practiced observers of the passing scene in medical 
education. Their contributions, which are reproduced in Chapter 1, constituted 
the first general session of the 1958 Teaching Institute. 

It seems apparent, as pointed out by Dr. Hull, that each exponent is at least 
somewhat on the side of the others. A more extensive synthesis of objectives ts 
presented by Dr. Dana W. Atchley in Chapter 2, “The Science, the Art, and the 
Heart,” his address which opened the second general session at the 1958 Insti- 
tute. With fine discernment he considers the problem of the proper balance among 
the three components, which he describes as “producing a scientific scholar in 
medical biology who will practice his profession as a perceptive humanist.” 

Traditionally, in the small discussion groups following general sessions at the 
Institutes, participants are given free rein to develop their own ideas and ex- 
plore their attitudes in reaction to the topic of the day. In Chapter 3 Dr. Stewart 
G. Wolf, Jr., chairman of the subcommittee for Topic 1, summarizes the dis- 
cussion activity of the first day at the Institute. Clearly, the conflict between the 
interests of education and training underlies most of the deliberations. Dr. Wolf 
concludes that “the best yield of fruit comes from the tree in the well-kept or- 
chard, trimmed and disciplined, but growing free and not necessarily identical 
with its neighbors.” 


CHAPTER 1__A Symposium 


Varieties of Emphasis in Objectives 


A. The Case for Emphasis on the Practical and Encyclopedic 


BY Epcar 


Associate Dean and Professor of Medicine 
Louisiana State University School of Medicine 


HE PRACTICE OF medicine is not a science; rather, it is a series of arts that 

have to do with the recognition of disease, the prediction of its outcome, its 
cure and alleviation, and its prevention. Science in its broadest definition is 
knowledge. Art is the purposeful application of knowledge. Therefore, medicine 
is not a science. Medicine is a series of arts. 

But if there is no science—no knowledge—there can be no art, because art is 
the application of knowledge. On the other hand, without art science is useless, 
except in the joy that one gets from the possession of knowledge. This of course is 
liberal knowledge, from which, according to Aristotle, nothing accrues to the 
owner except the joy of knowing. 

A corollary to what I have just said is that medicine must be practical. There- 
fore, the practical must be emphasized. In essence being practical means doing 
things. We must do things in medicine. Since we must do things in medicine, we 
must emphasize the doing; we must emphasize the practical. That very briefly 
is my case for emphasis on the practical as an objective of clinical teaching. 

But one cannot be practical unless he has knowledge. Therefore, knowledge, 
which is science, must be emphasized. I think this may be in essence the case for 
emphasis on the scientific method (see Section C by Dr. Carl Alfred Moyer). 

Now about the encyclopedic. Encyclopedic means embracing all knowledge. 
In the case of medicine it would mean embracing all medical knowledge. This is 
not practical. We have just said we must emphasize what is practical. Therefore 
we cannot be completely encyclopedic in our teaching. Playing with words a 
little, we may say that all useful knowledge comprises the practical encyclopedic. 
To impart as much useful knowledge as we can is a practical aim. Within limits, 
therefore, emphasis must be laid on the encyclopedic. 

Everyone admits that social and environmental factors are important in the 
etiology of disease and in its diagnosis, therapy, and prevention. Therefore it is 
certainly proper to lay emphasis on social and environmental factors (see Dr. 
Henry J. Bakst’s presentation in Section B). 

The student, then, must obtain knowledge and learn how to use it; in effect, 
he must be a medical scientist and a practitioner of the arts of medicine. There 
are two bodies of knowledge: empirical, the knowledge of experience; and theo- 
retical, the knowledge of thought. The empirical knowledge possessed by an indi- 
vidual consists in small part of his own observations, in large part of the recorded 
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Fic. 1.—The medical student as a con- Fic. 2—The medical student as an 
fused artisan. overwhelmed bookworm. 


or imparted observations of others. Theoretical knowledge is comprised of con- 
clusions and ideas based on experience; it is the organization of empirical knowl- 
edge. 

It is important to recognize that theoretical knowledge is not the opposite of 
practical knowledge; the application of theory can be very practical. Nor is 
theoretical knowledge the opposite of empirical knowledge; rather theory is the 
logical attempt to correlate and explain observations. One obtains knowledge, 
therefore, by observation, by study, by thought. The arts, including the arts of 
medicine, are learned by study, by example, by experience. 

The proper objectives for the student during his “clinical” years are to in- 
crease his fund of useful knowledge and to acquire the arts of medicine: to learn 
how to prevent, recognize, and treat disease. The prerequisites for fulfillment of 
the objectives are first an adequate fund of basic knowledge, which should in- 
clude not only knowledge of the so-called basic medical sciences, but also knowl- 
edge of the humanities and liberal arts. Further, the student must be made to 
realize that he can and must make use of the fund of knowledge he has acquired 
just by living and thinking and feeling; he must learn to use his common sense. 
Etymologically “sense” and “science” are similar. 

The requisites for clinical teaching are, I think, to provide the student with 
opportunities for continued study, supervised experience, and graded responsibil- 
ity in the practice of the arts of medicine. Gradually increasing responsibility 
for the student is the very essence of a good program of clinical teaching. 

An important aim of clinical teaching is to achieve balance, with proper em- 
phasis on the practical, the encyclopedic, the scientific method, the social factors. 
If we fail to achieve balance, we may find our student to be a confused artisan 
(Fig. 1), or an overwhelmed bookworm (Fig. 2), or an impractical scientist 
(Fig. 3), or a one-track sociologist (Fig. 4). 

On the other hand, if we succeed in attaining balance, our graduate (we hope) 
will be a sufficiently learned scientist who can practice the arts of medicine effec- 
tively and who has a good grasp of the problems of his patients and of his own 
problems as well (Fig. 5). 

I believe that if we have balance in the faculty we will achieve balance in our 
teaching. We can attain faculty balance in two ways: by having well-balanced 
people as clinical teachers, or by balancing unbalanced teachers one against the 
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Fic. 3.—The medical student as an im- Fic. 4.—Thé medical student as a one- 
practical scientist. track sociologist. 


other. Since many of our best and most enthusiastic teachers are biased in their 
emphasis, almost inevitably we will have to achieve a balance of emphasis by ex- 
posing the student to various teachers who themselves have not achieved the 
balance we hope he will attain. 

I hope that in our presentations here we may achieve a proper balance of em- 
phasis (Fig. 6). In the figure I have put myself on both sides of the balance be- 


cause I want Dr. Bakst and Dr. Moyer to know that I am on the sides of both 
of them. 


Fic. 5—The well-balanced medical Fic. 6.—A “proper” balance of empha- 
student. sis for Chapter 1. 
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B. The Case for Emphasis on Social Forces and Environment 


BY Henry J. Bakst 


Professor and Chairman, Department of Preventive Medicine 
Boston University School of Medicine 


No man is an island, entire of itself; 

Every man is a piece of the continent, a part of the main; 
If a clod be washed away by the sea, Europe is the less 

As well as if a promontory were, 

As well as if a manor of thy friends or thine own were; 

Any man’s death diminishes me, 

Because I am involved in mankind and, therefore, 

Never send to know for whom the bell tolls, 

It tolls for thee. 


HUS, WITH exquisite precision, did John Donne portray man as both a 
social and biological organism, dependent on the laws of nature on the one 
hand and influenced by social forces and his cultural environment on the other. 


Background of the case 


Applied to problems of health and disease, these concepts are not new. They 
were observed by French physicians 130 years ago' and were crystallized by 
Virchow when he asserted that medicine is a social science, and then went on to 
indicate that social and economic conditions have an important effect on health 


and disease and that these relations must be subjected to scientific investigation.” 
However, it was not until early in the twentieth century that a serious effort to 
examine the social origins and social effects of disease was undertaken with 
results that were included in the medical curriculum in the University of Berlin 
and other schools in Germany and Austria.* 

Despite this background, it is barely ten years ago that Dr. John Ryle said:* 


Thirty years of my life have been spent as a student and teacher of clinical medi- 
cine. In this thirty years I have watched disease in the ward being studied more and 
more thoroughly—if not always more thoughtfully—through the higher power of the 
microscope; disease in man being investigated by more and more elaborate techniques, 
and, on the whole, more and more mechanically. Man, as a person and a member of 
a family and of much larger social groups, with his health and sickness bound up with 
conditions of his life and work, has been inadequately considered by the clinical 
teacher and hospital research worker. 


At about this time, Henry Sigerist pointed out: “The statement that medicine 
is a social science sounds like a truism, yet it cannot be repeated often enough 


1 Ackernecht, E. H. “Hygiene in France 1815-1848,” Bull. of the History of Med. 22, 1948, 
pp. 117-55. 


2 Rosen, G. “What Is Social Medicine? A Genetic Analysis of the Concept,” Bull. of the 
History of Med. 21, 1947, pp. 674-733. 


3 Sand, R. The Advance to Social Medicine (London: Staples Press, 1952). 
4 Ryle, J. A. Changing Disciplines (London: Oxford University Press, 1948). 
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because in medical education we still act as if medicine were a natural science 
and nothing else.” Sigerist goes on to remind us that in taking a medical history 
every medical student should be taught to inquire into the patient's living and 
working conditions, into his relationship with his family and other social groups, 
because social factors may well be related to and even responsible for the illness 
for which the patient seeks assistance.* 
Simmons and Wolff are co-authors of a book that identifies a specific body of 
knowledge in this field. Here it is pointed out that:® 
In the course of man’s biological evolution he purchased considerable freedom 
from the bondage of inborn patterns of behavior at the price of greater dependence 


upon organized group life (society), and he also acquired new and much more vari- 
able sets of response patterns (culture). 

When such a person goes for medical help and strips physically, socially, and cul- 
turally before his physician or the attending staff, he may reveal tissue evidence to 
the watchful eye and vocal testimony to the sensitive ear of background elements in 
his life from all three dimensions, which, working together, have produced or com- 
plicated his iliness. In such a predicament, a clarifying diagnosis and optimum therapy 
would seem to call for consideration of the combined contributive and precipitative 
factors. 


Conflict over method 


From the foregoing it is apparent that the case for emphasis on social factors 
and the environment as an objective in clinical teaching has not only been 
established but has been fairly widely accepted. There are, however, differences 
of opinion as to just how this growing and pertinent body of knowledge is to be 
included in the medical curriculum. The argument that develops is related to 
method rather than to concept. It is difficult to contest the statement that medi- 
cine is concerned with human welfare or that orientation toward the social and 
behavioral as well as the natural sciences is essential in the development of the 
modern medical school curriculum. The real question is how is such a goal at- 
tained most effectively ? 

It is within the memory of many of us that social work has become an estab- 
lished and necessary department, particularly in large urban hospitals. In some 
teaching units, initial attempts to bring to the student awareness of the relation- 
ship of social forces and the environment and problems of health and disease 
consisted of having the social worker participate in clinical ward rounds or con- 
ferences. In other institutions, the student was required to visit the home of a 
patient assigned to him and to discuss in a special conference the relationship 
between what he observed and the problem of management of the patient. The 
role and the contributions of social and health agencies in the community was 
frequently the subject of discussion in such conferences. 

Since then, a number of different experimental methods of instruction have 
been developed. These include studies of how a community is organized to pro- 
vide medical care, family study and health adviser programs, preceptorial ex- 
perience, comprehensive medical care activities, and home medical services. 


© Sigerist, H. E. The University at the Crossroads (New York: Henry Schuman, 1946). 


6 Simmons, L. W., and Wolff, H. Social Science in Medicine (New York: Russell Sage Foun- 
dation, 1954). 


These are all serious efforts to bring into focus the multifaceted aspects of good 
medical care. 

If a prediction may be permitted at this point, I suggest that most of these 
efforts will not stand the test of time as effective instructional modalities. Failure 
is the inevitable result of a program that does not recognize that the student’s 
essential interest is clinical. Nor can a program remain effective if its opera- 
tional structure is contrary to the usual and accepted pattern through which 
medical care is provided in a given community. 

The successful union of natural and social science in the medical school curric- 
ulum is, I believe, attained only when it is demonstrated on a clinical level 
just how social forces and environmental factors influence the course of disease 
and how considerations of this order make it possible to provide better and 
more comprehensive patient care. Although such a goal may be developed as an 
intellectual exercise, its major impact as a learning experience occurs when this 
approach is incorporated with the student’s clinical associations. 


Extramural programs 


As it has become obvious that more and more of the physician’s time is con- 
sumed with the nonhospitalized patient, some medical schools have placed in- 
creasing emphasis on medical student participation in extramural medical care 
programs. Considerable concern has been expressed about this point. 

Teaching in an extramural situation, if it is to be functional and effective, 
must be able at the very least to meet the educational standards applicable to 
the hospital ward or clinic. The fact that the setting is altered does not change 
this responsibility. Inclusion of extramural activity in the medical curriculum 
can be justified only when there is a clear and unequivocal delineation of the 
educational advantages that are to be derived. 

There can be no question that proper supervision of a student’s clinical activi- 
ties is essential to insure certainty that patients are cared for adequately and 
that the student derives the most out of his experience. Depending on the nature 
and scope of the extramural program, the educational values that may be de- 
rived from it can be fairly easily identified (see Table 1.1). Under these circum- 
stances: (1) the student is provided with an opportunity to observe illness dur- 
ing its early and sometimes undifferentiated state under the circumstances in 
which it occurs; (2) he develops an understanding of the distribution of disease 
in the community; (3) he becomes familiar with the role of community health 
agencies in the provision of medical care; (4) he observes the significance of 
interpersonal relationships as they affect and influence problems of patient care; 
(5) he sees illness within the orbit of the patient’s social unit and has a firsthand 
opportunity to evaluate the significance of the socioenvironmental situation in 
relation to illness; and (6) he participates in a program directed at the provision 
of comprehensive medical care. 

In the last analysis, the primary purpose of these programs is to help the stu- 
dent develop new insight and breadth of comprehension of his patients as people 
and of the potentialities and responsibilities of his future role as a physician? 


7 Sheps, C. G., and Fleming, W. L. “Student Participation and Supervision: Symposium on 
Extramural Facilities in Medical Education,” J. Med. Educ. 28, 1953, pp. 44-8. 
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TABLE 


DEPARTMENT HEAD OPINION OF VARIOUS PROGRAMS ACCORDING 
TO EXPERIENCE WITH THEM 
Department head group; multiple response) 


Per cent of department heads in each experience group endorsing each statement 


Nonacademi Substitute 
externship Preceptorshit internship Home care 


No No No No 
expe cpe exyet Expe expe Fxpe expe 
rienc e rence rience nence nence rience 
in pro in pro in pro in pro in pro in pro 

Pro and con statements on programs rar gram gram gram gram gram gram 
Increases awareness of environmen- 
tal aspects of disease i2 , i 33 
Increases awareness of economic as 
pects of medicine 
Increases experience of student with 
greater variety of diseases 
Increases amount of practical experi 
ence 
Increases experience with ‘‘common”™ 
types of diseases 
Helps recruitment for rural practice 
helps recruitment for general pra 


tice 

Provides opportunity to judge valuc 
of continuity in medical care 

Increases appreciation of problems of 
chronic disease 

Develops independence and responsi 
bility in student 

Increases awareness of impact of ill 
ness on family 

Improves medical school public rela 
tions 

Provides intellectual stimulation for 
supervisor 

Enhances prestige of superviso 

Derogates scientific approach to 
medicine 

interferes with time requirements for 
major medical school objectives 

Leads to assumption of responsib 
ties for which student is unpre 
pared 

Develops superticial approach to | 
tory taking, physical exams, and 
or clinical problems 

Encourages satisfaction with superti 
cial approach to medica! problems 

Encourages students to set low ceil 
ings on their goals and aspirations 

Decreases desire to enter general 
practice 

( reates ill will on part of practicing 
physicians not involved in pro 
gram 

\verage number of responses per in 
dividua 

\ of dept. heads in each grou 


C. The Case for Emphasis on Scientific Method 


BY ALFRED Mover 


Provessor and Head of the Department of Surgery 
Washington University School of Medicine (St. Louis) 


HE PRESENTATION of the case in support of the scientific method as the 
primary objective of clinical medical teaching to an audience such as the 
1958 Institute is, on first thought, as inappropriate as an octogenarian cavorting 
in a brothel. For do not all medical teachers believe that “rote has no future— 
that it stops where it is,”’ and that the existence as well as the future of medicine 
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depends upon the extent to which the physician has been trained in the methods, 
and the extent to which he has adopted the fundamental philosophical aspects of 
science as a part of his mentality? 

Surely we all believe that the practice of medicine is best conducted as a 
science-based art as devoid of romanticism and empiricism as it is humanly pos- 
sible to make it. Repetitive, careful, intelligent observations, the objective as- 
sessment of the validity and significance of these observations, the construction 
of a tentative generalization (that is, diagnosis), and then the testing of the 
generalization by a trial of therapy, further testing, or just waiting and watching 
—do not these constitute the basic approach to all human ills, be they social, 
mental, parasitic, neoplastic, or developmental? 

If we all profess to hold these views, then we have many a hypocrite and many 
an ineffective among us! The evidence supporting this statement is varied. 
Before presenting it, a definition of the constitutional character of scientific 
method needs be made so that we may avoid engaging in semantic argument. 


Scientific method defined 


The definition is by no means original. My source materials are the writings 
of Oliver Wendell Holmes, Albert Einstein, Jevons, Sir William Hamilton, and 
others. All I have done is put the definition together. 

Scientific method may be conceived as being the conduct of an orderly pro- 
cedure by an individual, acutely aware of his ignorance and imbued with aspira- 
tion towards truth and understanding, leading to a complement of cognitions 
having in point of form the character of logical perfection and in point of matter 
the character of real truth. Scientific method also implies that the person using it 
strives for the utmost acuteness and clarity of concepts with respect to their 
mutual relation and their correspondence to sensory data. 

Are we teachers of medicine cognizant of the utility of the scientific method 
in medicine? And if we are, do we believe that the development of facility in its 
use should be the primary aim of the education of a physician? There are various 
observations that lead me to the generalization that this is not our common pri- 
mary aim. Nowhere in our medical dictionaries is there a definition of science, 
medical science, or scientific method. Neither is medical science or scientific 
method to be found in Webster’s unabridged dictionary. Perhaps the honest 
lexicographers do not wish to offend us by defining medical science as a kind of 
scientolism. 


Evidence from school catalogs 


In the Admission Requirements of American Medical Colleges, a handbook 
published for premedical students and their advisers, one finds the words: “The 
answer is they [the medical colleges] want the people who will become the best 
doctors—and ‘best’ can mean many things. The student who will become a medi- 
cal researcher and the one who will become a general practitioner can both be 
best doctors and have very little in common other than studying at a medical 
school.””! 


1 Admission Requirements of American Medical Colleges Including Canada (Evanston, 
Illinois: Association of American Medical Colleges, 1958), p. 4. 
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How can it be that they might have very little in common? Should they con- 
duct their work using the scientific method, they would have a remarkable com- 
mon heritage—that of Roger Bacon (astronomer, philosopher), Copernicus 
(astronomer and mathematician), Steno (geologist), Linnaeus (botanist), 
Wohler and Berzelius (chemists), Galvani (physiologist), Mayer and Helmholtz 
(physicists), and Oliver Wendell Holmes (humanist): physicians all. 

Throughout the same text and throughout the catalogs of individual medical 
schools, one also finds numerous other statements that seem peculiar to one who 
has long believed that American medical education and the practice of medicine 
are what they are by virtue of the exercise of scientific method by medical edu- 
cators and physicians alike. I sorted some of the catalog statements into two 
categories: Group | containing those I judged expressive of a sympathetic atti- 
tude toward science and scientific method, and Group 2 containing those | 
judged expressive of “damnation with faint praise,” if not of outright antago- 
nism. Let me read but one example of the first and two of the second—it is much 
more difficult to find examples of Group 1 than Group 2. 


Group 1 


A broad general education, including the attainment of competence in English, 
biology, chemistry, mathematics, and physics, is essential for the comprehension of 
the medical curriculum. An appreciation of the cultural aspects of human develop- 
ment is equally important for the future physician. 


Group 2 


The academic years should be devoted to obtaining as broad an education as pos- 
sible. Courses in both the social sciences and the humanities are essential, but courses 
in the medical sciences or in closely related fields are not recommended. 

No preference is given to any particular major subject in the selection of applicants. 
Students are encouraged to devote their time to work that will strengthen their foun- 
dation and broaden their cultural background. 


Evidence of premedical requirements 


Another example of our peculiar antipathy toward the idea that scientific 
method is the best tool to give the medical student is provided by the failure of 
the medical schools’ entrance requirements to keep up with the advances in 
science and the changes in medical practice since the following quotation was 
written. I quote from Abraham Flexner, and the quotation evidently was written 
in 1910: 


By the very nature of the case, admission to a really modern medical school must 
at least depend on a competent knowledge of chemistry, biology (including botany), 
and physics. [That is the exact order in which you will find those subjects listed in 
your catalogs, and it hasn’t changed since 1910.] Every departure from this basis is 
at the expense of medical training itself. 


Who is there today who would say that a knowledge of the principles of 
quantitative analysis is not requisite to a competent basic knowledge of chemis- 
try? Yet in 1958-59 only 36 of 86 medical schools require it.2 A merger of 


2 The information on premedical requirements is from Table 5 in the 1958-59 edition of 
Admission Requirements of American Medical Colleges, p. 8. 
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TABLE 1.2 
DEPARTMENT HEAD OPINION ON TIME ALLOTMENT FOR VARIOUS 
BASIC SCIENCE COURSES 
(Department head group) 


% of heads of each department citing preferred time allotment 


More Less No No More Less No No 
Course time time change response time time change response 
Medicine (N =78) Obstetrics and gynecology (N = 67) 
Anatomy 0 60 9 47 13 
Behavioral sciences 27 10 44 a] 25 18 Ww 18 
Liochemistry 26 ! ol 12 12 10 65 is 
Biophysics 52 $1 14 7 40 19 
Genetics 58 1 26 15 50 7 28 15 
Microbiology & 13 10 6 13 68 14 
Pathology 5 18 65 12 10 10 67 13 
Pharmacology 2 10 69 9 3 16 66 15 
Physiology 17 1 72 10 10 6 7i 13 
Radiation biology 52 0 33 15 37 3 48 12 
Statistics 47 0 40 13 39 6 2 13 
Pediatrics (N =72) Preventive medicine (N = 53) 
Anatomy 0 47 49 i4 0 42 30 28 
Behavioral sciences 35 7 48 10 52 2 21 25 
Biochemistry 24 6 55 15 9 8 55 28 
Biophysics 35 4 43 18 4 2 34 30 
Genetics 68 0 24 x 53 0 21 26 
Microbiology & 8 70 4 28 
Pathology 1 21 64 i4 0 15 57 28 
Pharmacology 7 10 66 17 0 ll | 28 
Physiology 15 4 66 15 2 6 o4 28 
Radiation biology 4l 1 40 18 42 2 28 28 
Statistics 47 5 33 17 47 u 36 17 
Psychiatry (N = 66) Surgery (N =55) 
Anatomy 2 4x 26 24 il 27 58 at 
Behavioral sciences 77 2 12 9 15 20 54 11 
Kiochemistry 6 11 59 24 24 + 70 2 
Biophysics 17 3 50 30 45 2 48 5 
Genetics 43 2 23 32 33 4 54 9 
Microbiology 0 20 53 27 7 5 88 0 
Pathology 0 20 53 27 4 11 85 0 
Pharmacology 8 11 52 29 5 9 86 0 
Physiology 11 11 51 27 27 0 73 0 
Radiation biology 27 3 40 30 40 2 45 13 
Statistics 6 5 35 26 58 2 38 2 
All departments (N = 391) 
Anatomy 3 44 38 15 
Kehavioral sciences 38 10 37 15 
Biochemistry 17 6 61 16 
Biophysics 37 4 40 19 
Genetics 52 2 29 17 
Microbiology 6 12 67 15 
Pathology 4 16 64 16 
Pharmacology 6 1! 67 16 
Physiology 14 5 05 16 
Radiation biology 40 2 39 19 
Statistics 46 2 37 15 


physics and chemistry has taken place during the past half-century that em- 
bodies all of the important basic principles of both sciences and has a peculiar 
fitness to the study of medicine—it is called physical chemistry. Yet only one 
medical college requires it, although a number stil] demand a knowledge of the 
archaic divisions of organic chemistry, the aliphatic and aromatic compounds. As 
I remember them, they were the greasy, stinky things we made. 

With regard to requirements for a competent premedical knowledge of biology, 
the situation is worse. In making this statement I presume that biology should 
be interpreted as the “biological sciences.” Where is genetics required? No 
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where. But is :t not a field that everyone grants needs plowing in medicine, and 
is it adequately taught in medical school? How many medical schools require 
psychology? Only five. Do not the psychological ills plague us while we have 
only a little time in the medical curriculum for psychiatry? 

Where is sociology a requirement? In only one school, although our Widening 
Horizons in Medical Education envisages that “the medical student should learn 
to recognize and understand the social factors in every case.’’* What is this to 
be? Blind men attempting to climb Everest? 

During the past half-century a powerful tool forming the basis for the objec- 
tive verification of all classes of hypothesis has been remarkably developed—it is 
called statistics. Where is a premedical knowledge of it required? Nowhere. 
Judging from the knowledge of statistics displayed by medical graduates from 
many schools that I have had about me during the past 20 years, no medical 
school really teaches it, either. 


TABLE 1.5 


DEPARTMENT HEAD OPINION ON EMPHASIS PLACED ON CLINICAL 
APPLICATION IN VARIOUS BASIC SCIENCE COURSES 


(Department head group) 


Per cent of heads of each department citing opinion on clinical application 
Appropri 
Under ately Over Na No 


emphasized emphasized emphasized opinion tuug mon se 


Medicine (N 


Anatomy 
Behavioral science 
Biochemistry 
Biophysics 
Microbiology 
Pathology 
Pharmacology 
Physiology 
Kadiation biology 
Statistics 


Anatomy 
Hehavioral sciences 
Hiochemistry 
Biophysics 
Crenelics 
Microbiology 
Pathology 
Pharmacology 
Physiology 
Radiation biolowy 
Statistics 


\natomy 
Behavioral science 
Kiochemistry 
Biophysics 
Cenetics 

Mic robiology 
Pathology 
Pharmacology 
Physiology 
Radiation biclowy 
Statistics 


ne 


Continued on pace 14 


* Published by the Commoawealth Fund, New York, 1948; p 5 
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TABLE 1.3 Continued 


(Department head group) 


Per cent of heads of each department citing opinion on clinical application 


Appropri 
Under- ately Over No Not No 
Course emphasized emphasized emphasized opinion taught response 
Preventive medicine (N =53) 
Anatomy 21 25 9 19 0 26 
Behavioral sciences 25 21 2 6 27 19 
Biochemistry 19 47 0 11 0 24 
Biophysics 19 19 0 11 23 28 
Genetics 26 19 0 9 29 17 
Microbiclogy it 54 4 8 2 21 
Pathology 6 52 6 15 0 21 
Pharmacology * §2 2 17 0 21 
Phy siology Q 59 2 y 0 21 
Radiation biology 21 21 2 1) 22 23 
Statistics 41 $2 0 2 2 23 
Psychiatry (N =66 
Anatomy 15 32 18 12 0 23 
Behavioral sciences 40 29 2 2 15 12 
Biochemistry 17 43 & 4 0 18 
Biophysics 23 18 0 21 18 20 
Genetics 28 17 2 15 17 21 
Microbiology s 43 11 0 0 18 
Pathology 5 $1 12 lu 0 18 
Pharmacology 18 49 6 9 0 18 
Physiology 18 40 6 12 0 18 
Radiation biology 17 23 0 28 11 21 
Statistics 30 4 0 23 12 21 
Surgery (N =55) 
Anatomy $1 sO 9 5 0 5 
Behavioral sciences 11 25 1! 18 24 
Biochemistry 40 49 0 7 0 4 
tiophysics 25 22 13 27 13 
Genetics 15 25 0 il 38 11 
Microbiology 62 5 0 5 
Pathology 4 4 4 
Pharmacology 16 63 9 5 0 7 
Physiology 44 48 0 4 0 4 
Radiation biology 22 24 4 11 24 15 
Statistics 27 27 0 ” a4 13 
All departments (N = 391 

Anatomy 19 45 i 10 0 15 
Behavioral sciences 22 6 22 12 
Biochemistry 26 50 ; 9 0 12 
Kiophysics a4 20 ! 26 15 
Genetics 28 20 . 10 249 14 
Microbiology 14 5 1 12 
Pathology 8 67 6 y 0 12 
Pharmacology 16 sy 4 & 0 14 
Physiology 20 60 2 6 . 12 
Radiation Liology 20 24 1 15 25 15 
Statistics $1 25 1 11 17 15 


* Less than 1 per cent response 


A real understanding of chemistry, biology, and physics has always required 
more than arithmetic and algebra—it requires calculus. How many schools re- 
quire this? One, and that a “poor” Southern school, one with residence restric- 
tions. 

(In connection with the above discussion, Table 1.2’s presentation of medical 
school department head opinion on time allotment for basic science courses may 
be of interest. Its companion Table 1.3 shows opinion on clinical application. ) 
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Evidence from student-faculty statements 


Other evidences of our lack of concern with scientific method are the actions 
of medical students and teachers. There are teachers on practically every medical 
school faculty who permit medical students to behave in the manner exemplified 
by these two student observations quoted from the book, Widening Horizons in 
Medical Education:* 


1. With the scanty information before us, any interpretation borders on the realm 
of speculation. However, let us speculate. 

2. Could this illness (rheumatic fever) have been prevented? Yes. With proper 
housing, economic security, and good consistent medical care in childhood, I think 
this patient might not have developed his illness. 


Statements like these made by senior medical students fit into the category 
of rationalisms characteristic of eighteenth century medicine. And consider the 
faculty members. There are those who are Cartesian in that they disregard the 
need for verification of hypotheses before stating them as fact. Outlined dis- 
courses by faculty members reprinted from the same book illustrate this:° 


Medical opinion was thoughtfully discussed as follows: 


High blood pressure is a feature of a syndrome. 
High blood pressure is related to emotions. (See the work of Dr. Walter B. Cannon.) 
High blood pressure is a feature of anxiety. 


So far as I know, Dr. W. B. Cannon never produced sustained hypertension 
in the cat, much less in man, with anxiety as the stimulus. I also labor as a sur- 
geon believing that hypertension is a feature of some adrenal and pituitary 
tumors, some primary renal diseases, and some obstructions of the aorta, and 


that anxiety is as likely to be a feature of hypertension as is hypertension a 
feature of anxiety. In brief, where is the proof that anxiety effects hypertension ? 
I am not attacking the idea that the sociologic aspects of illness deserve con- 
sideration. They do, but in the scientific manner of Holmes and Semmelweiss. 


A challenge to clinicians 


The foregoing by no means exhausts examples showing the persistence of 
attitudes of the medical romanticists and empiricists of past centuries in the 
medical school faculties of today. Texts and articles concerning psychiatry and 
psychoanalysis abound with them. Surgical, dermatologic, medical, and all other 
medical specialty journals contain them more or less regularly. 

All of this can only be attributed to the failure of medical and general educa- 
tion to provide the bases for the physician’s acquisition of the skill to exercise 
the scientific method in the practice of his art. Consequently, if we clinicians do 
not teach the philosophy of science, we must accept the inevitability of the re- 
birth of the critical truism of the early nineteenth century: “Medicine, that 
withered arm of science.” 


4 [bid., pp. 142 and 190. 
Ibid., p. 107. 


To quote Dr. Dana W. Atchley:® 


We must teach the philosophy of science. It is not taught in high school; it is not 
taught in college; and if we don’t teach the philosophy of science to the individual 
who is turned loose on the community as a scientist, where is he going to get it? 


However, in closing let me point out that we must recognize that the scientific 
method has definite limitations. They have been well expressed by Einstein:* 
Whatever this tool [scientific method] in the hand of man will produce depends 
entirely on the nature of the goals alive in this mankind. Once these goals exist, the 
scientific method furnishes means to realize them. Yet it cannot furnish the very goals. 


The scientific method itself would not have led anywhere, it would not even have been 
born without a passionate striving for clear understanding. 


6 Atchley, Dana W. Trends in Medical Education (New York: Commonwealth Fund, 1949). 
7 Einstein, Albert, Out of My Later Years (New York: Philosophical Library, 1950), p. 113. 
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CHAPTER 2 


The Science, the Art, and the Heart 
of Medicine 


A Synthesis of Objectives in Clinical Teaching 


BY Dana W. ATCHLEY 


Emeritus Professor of Clinical Medicine 
Columbia University College of Physicians and Surgeons 


N? FORMAL SYNTHEsIs of the three points of view presented in the preced- 
ing chapter is necessary, for every good physician is a living example of 
the synthesis. Our problem is the quantitative pedagogic distribution of these 
three components in planning undergraduate medical education. In order to 
solve this problem, priorities of emphasis must be determined. This requirement 
renders competition inevitable, since the available time in the clinical years is 
clearly inadequate for the colossal tasks assigned to them. 

Before considering specific objectives of clinical teaching in relation to the 
title of this paper, let me venture to define the ultimate goal of medical educa- 
tion: this ideal goal is to produce a scientific scholar in medical biology who will 
practice his profession as a perceptive humanist. The fact that this ideal is diffi- 
cult to reach detracts in no way from its role as guide and inspiration. 

Undergraduate medical education can hope only to launch the student with 
chart and compass after he has participated in a few simple experiments in navi- 
gation, but nevertheless the fresh graduate should be an oriented student, and 
scholar when possible, in the medical sciences and an initiate into pertinent as- 
pects of human relations. We cannot qualify him as an immediate practitioner 
of medicine, for a serious attempt to develop the practical skills of a medical 
artisan would encroach dangerously on essential areas of intellectual discipline. 

Five years ago the Journal of Medical Education published a list of 27 objec- 
tives of undergraduate medical education.’ A simple classification of these objec- 
tives may help to estabiish a background for evaluating the roles of science, art, 
and heart in medical education: there are six items that could be related to the 
acquisition of knowledge, eight items that suggest methods of disciplining the 
mind (without, however, mentioning participation in research), eight items 
based on human relations, four on ethics, and three on public health with one on 
preventive medicine. 

The acquisition of knowledge is, of course, a necessary objective, although the 
student must realize the largely ephemeral nature of current knowledge in a 
dynamic discipline such as medicine. The somatic and psychological facts ex- 
plored in the first two years must be re-examined and amplified in the clinical 
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years; an understanding of basic disease mechanisms is essential; a bird’s-eye 
view of the patterns of common disorders, both physical and psychological, must 
be presented; a familiarity with and varying competence in the techniques of 
clinical appraisal such as history taking, physical examination, X-ray, and labo- 
ratory tests is obviously important; training in the use of the sources of knowl- 
edge in textbooks, medical literature, and from specialists, is another requisite. 
There is nothing controversial in these points and doubtless any teacher of medi- 
cine could add other items that would be wholly acceptable. 

Although the imparting of information is essential, and indeed unavoidable, 
facts are relatively useless in the absence of a disciplined mind. Without scien- 
tific critique and elementary logic, facts alone can be dangerously inadequate for 
the processes of clinical appraisal and management. The inculcation of sound 
habits of thought should include a clear concept of the experimental method and 
the history of its development. 

The clinical years afford many opportunities to introduce the student to the 
multiple facets of human relations. The subtleties and responsibilities of the in- 
dividual doctor-patient relationship must have high pedagogic priority. This does 
not, however, preclude glimpses of community health agencies and activities, 
both public and private, as a part of ward and clinic experience. 

A detailed discussion of ethical objectives is unnecessary here, and public 
health instruction poses no significant problems. Preventive medicine does, I be- 
lieve, require brief consideration. I agree with Dr. Barr’s separation of its func- 
tions into the health of the community and the health of the individual. The 
former is attended to by public health organizations, the latter is the responsi- 
bility of the patient’s own physician, no matter what his branch may be. No field 
of medicine can be taught without including prevention as a basic element of 
understanding. If a physician is not competent and interested in preventive 
medicine, he is surely not a safe practitioner. 


The role of science 


Turning to the relation of my title to the attaining of these various objectives 
of undergraduate clinical education, science is placed first where it should proper- 
ly stand. This assertion needs no belaboring, for there are two undeniable facts 
about the role of science. First, scientific critique can be indoctrinated best, if 
not alone, in an academic environment; it is a rare individual who develops it 
subsequently as a practitioner. Second, of all the healers, only the physician can 
combine aptitude in human relations with the competence of a medical biologist. 
A clever, warm-hearted chiropractor may heal almost as many people as a cold- 
hearted physician, for a high percentage of man’s ills are self-limited or banished 
by confident reassurance. The scholarly distinction that elevates our profession 
above the level of mere artisanship is essentially scientific achievement. 

There are several misconceptions concerning science and scientists that I am 
impelled to mention because they have been prejudicial to the balancing of peda- 
gogic emphasis. Included in this roster are: science is materialistic; science de- 
stroys human values; science smothers sympathy and compassion; scientists are 
cold-blooded individuals preoccupied solely with their thirst for knowledge; 
scientists live in ivory towers, remote from earthly practicalities. Apropos of 
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these erroneous concepts Warren Weaver has written, “As thinking has pro- 
gressed, the earlier rigid mechanical determinism has vanished out of science, so 
that the science of today deals with concepts that involve abstractness, imagina- 
tion, the beauty of conciseness and at the very core . . . something which can 
properly only be called faith.” And he quotes Bronowski, “There is a likeness 
between the creative acts of the mind in art and in science. The scientist or the 
artist takes two facts or experiences which are separate .. . and creates a unity 
by showing the likeness.’”” 

As to the icy intellectual, I have said more than once, and have not been re- 
futed, that no warm sympathetic person is frozen by research experience, nor is 
a cold tactless individual thawed by general practice. 

The ivory tower myth seems to imply, not the widened perspective of a high 
elevation, but isolation from earthly affairs, grudgingly conceded to be located in 
a lovely and durable encasement of ivory. The whole concept represents a late 
phase of the losing struggle of the physician as artisan against the growing influ- 
ence of the physician as scientist. The medical artisans seem ironically unaware 
that most of the remarkable advances, both in discovery and practical applica- 
tion employed in the everyday care of a patient have come from the so-called 
ivory towers. 

Exposure to the experimental method in medicine, whether it be reading its 
history, learning the facts it produces, or using it to push back the perimeters of 
understanding is an enriching experience. As Vannevar Bush has written, “to 
pursue science is not to disparage the things of the spirit. In fact, to pursue sci- 
ence rightly is to furnish a framework on which the spirit may rise.’ More- 
over, it is exciting and interesting; it lights up the whole horizon, and the joy of 
understanding is both the closest rival of the joy of service and its most effective 
partner. 

One function of teaching in the clinical years is, as already stated, the impart- 
ing of scientific knowledge, and a few of the objectives under that category have 
been enumerated above. But the outstanding responsibility of a medical school 
is the indoctrination of its students in the philosophy of science. Professor 
Pickering states, “The primary purpose of the undergraduate medical course 
within the university is to train the student’s mind so that he can collect and 
verify facts concerning health and disease in man so that he can form a balanced 
judgment.”* It is universally agreed that disciplining the mind is more important 
than imparting information, and the clinical years with their multiple variables 
offer a fertile opportunity for such training in logic. The reasons for education in 
scientific methods of thought are too obvious to require elaboration. Every 
physician is making critical judgments daily and the quality of his reason- 
ing depends on the mental habits formed before he attains his degree in medi- 
cine—it has long been conceded that his ability to grow thereafter depends upon 
his capacity for logical thinking, i.e., accurate perception of scientific values. 

2 Weaver, Warren, “Science and the Citizen,” Science 126, p. 1225. 

% Bush, Vannevar, “The Search for Understanding,” address delivered at the Carnegie Insti- 
tution of Washington, December 11, 1952. 


4 Pickering, G. W. “The Purpose of Medical Education,” British Medical Journal 2, 1956, 
p. 113. 
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In practically every course the student can be stimulated to transform dry 
facts into dynamic meaning by attention to critical observation, logical evalua- 
tion of data, and imaginative interpretation of mechanisms. The precious time 
that this requires permits no competitive priorities. The most potent influence in 
producing scientific habits of thought is exposure to research. This can be ac- 
complished in many ways; the ideal teacher should be, or have been, an investi- 
gator, and the steps by which knowledge of a subject has been obtained should 
be presented as dramatically as possible. 

The student should vicariously, if not directly, be made aware of the joys and 
disappointments of research. However, his own participation in research is the 
highest possible objective in undergraduate medical education; only in this way 
can the experimental method become a built-in component of the future practi- 
tioner; only by this route will diagnosis become critical appraisal and therapy a 
unifying experiment in the management of multiple variables. Here we meet a 
serious curriculum competition between time for the objectives of science and of 
human relations. 


The doctor-patient relationship 


The doctor-patient relationship has long been called the art of medicine. 
Actually, it is the heart of medicine; I shall later try to redefine the art. The 
primary goal of the healer is the happiness of his patient. Diagnosis is not 
enough. A diagnosis can be completely accurate and quite benign, and yet the 
patient remains worried, frightened, miserable. I. is the heart of medicine that 
can prevent such a tragic outcome. 

Unfortunately, the intuitive gift of identification, the warm qualities of sym- 
pathy and compassion, and tender perceptive responses are such thoroughly in- 
born characteristics that one can hope only to cultivate them during the clinical 
years of medical education, carefully avoiding any influence that might suppress 
them. It has never been stated better than by Francis Peabody, “The secret of 
the care of the patient is in caring for the patient.’ However, effectiveness in 
this facet of human relations may be greatly augmented by a technical under- 
standing of the patient’s personality pattern and of his environmental situation, 
both inevitable products of a discerning history. 

One aspect of the doctor-patient relationship that is more amenable to active 
teaching is the inculcation of a sense of responsibility. Rigidly disciplined pro- 
gressive deputation of responsibility, first in the clinical clerkship in the wards 
and then in the outpatient department, offers an efiective approach to this dbjec- 
tive. Careful, strict supervision is as important as the granting of authority. It 
is difficult for me to believe that this aim can be carried out effectively under the 
casual preceptorship of a busy general practitioner in a small town. Further- 
more, the scientific value of clinical training as given in a university hospital is, 
in general, far superior to that which can be obtained extramurally. 

A psychiatric evaluation of undergraduate home-care programs in relation to 
both student and patient was given by Dr. Whitehorn at the Annual Congress in 
Chicago a year ago. Quoting from his remarks: ‘“The medical st-\dent, in the 


” Peabody, Francis W., “The Care of the Patient.” 
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clinic or hospital setting, may well feel more poised and more secure than on a 
home visit. He has a definite and dignified function and can bring himself more 
fully into the interview, with the greater likelihood of having a clear head and of 
being alert to possible emotional issues than when he is in the patient’s home, 
vaguely imitating a social worker or a somewhat indefinable benevolent visitor. 
At an appropriate later stage, when he has developed a more secure professional 
orientation, the young doctor will find in aome visits good opportunities for 
broadening his range of understanding and supplementing his acquaintance with 
the great diversity of domestic cultures.’ 

I realize that thoughtful and experienced teachers of medicine in some of the 
finest schools have decided in favor of these extramural programs and that 
foundations have supported them liberally, but I would be less than frank were 
I to conceal my contrary opinion, in which I do not stand alone. There is hardly 
enough time for the medical schools to produce a medical scientist; little can be 
spared to accomplish what maturity will steadily bring to the student, in pro- 
portion to his natural endowments, if he can absorb his later experience criti- 
cally. It is primarily the response of the patient to his social and economic 
environment, not its material actuality that is pertinent in the majority of 
clinical situations. To quote Whitehorn again, “The meaningfulness of domestic 
situations inheres more directly in the persons than in the house or the furni- 
ture.” 

Sociologists urge that the objectives of undergraduate medical education 
should include preparation of the student to become a responsible leader in the 
community, one who thoroughly understands its social, industrial, and eco- 
nomic patterns and problems. Those who make this demand do not evaluate cor- 
rectly the medical schools’ preoccupation with the enormous task of producing 
an educated scientist, properly oriented in his relations to a single person. Thus 
these sociologists fail to realize that no time remains for active indoctrination in 
the wider horizons that will inevitably unfold as the young physician practices 
medicine and becomes a citizen representing a learned and respected profession. 
Carleton Chapman, professor of medicine at The University of Texas, Southwest- 
ern Medical School, concludes that, ‘““The inescapable responsibility of a medical 
school is to make medical scientists out of the best material it can get... . In the 
rush to make . . . paragons of universal understanding and accomplishment, the 
main responsibility is becoming obscured.” 


The art of medicine 


The art of medicine is a designation that has evulved through a variety of 
interpretations. In the era of the gold-headed cane and the high silk hat, it repre- 
sented a possibly unconscious attempt to cover up ignorance with elegance, fur- 
ther masked by an authoritarian remoteness. When I was a medical student, the 
art of medicine revolved around the physical examination. I recall my vain at- 
tempts to accomplish the required graceful wrist action in percussion, a pro- 
cedure revered as much for its charm as its then currently accepted accuracy. 


6 Whitehorn, John C. “Orienting Students Toward the ‘Whole Patient,’ ” JAMA 164, June 1, 
1957, p. 538. 
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When our comprehension of human beings and their disease mechanisms 
broadened, the term was applied to the doctor-patient relationship, the humanis- 
tic facet in sharp, even antagonistic, contrast to the scientific. This humanistic 
facet 1 have called the heart of medicine and it is, of course, partner not com- 
petitor of the science of medicine. 

I would propose for the art of medicine a different meaning more compatible 
with the rich and mature discipline that medicine has now become. The true art 
of medicine is found in the virtuosity required for the integration of all the com- 
ponents of a diagnostic study into the total appraisal of a single individual, his 
biological portrait. Involved in this process are a crivical evaluation of all the 
technical somatic facts, an understanding of the person himself both psychologi- 
cally and intuitively, a compassionate response to his anxieties, comprehension 
of his environment, and finally wisdom in the integration of all these components 
as a basis for life management. 

Like all great art, the art of medicine is the skillful and creative application of 
a scientific discipline to a human problem. The musician without harmony, the 
painter with no knowledge of pigment and perspective, the architect unaware of 
the essential elements of engineering—all are amateurs, as is the physician un- 
versed in the science of medicine, its methods of thought, and its accumulated 
facts. An amateur physician can be dangerous. 

The synthesis referred to in my title is fulfilled by the art of medicine, which 
has the responsibility and the gift of uniting the science and the heart by com- 
bining the contributions of the scholar and the humanist. The locus of this inte- 
gration is the individual patient, and its chief preceptor is most often the intern- 
ist. Clinical teaching should train the scientist, cultivate the humanist, and ini- 
tiate the student into the wisdom and logic required for the true art of medicine. 

The internist (and of course the pediatrician) is the only so-called specialist 
who is not really a specialist in the ordinary sense, for he is preoccupied with the 
whole person, not with any special area or facet. In this role of integrator, he 
becomes the keystone of the clinical arch in education and in practice. In prac- 
tice, he alone has the sound training and comprehensive interests that qualify a 
physician to assume the precious duties of family physician. 


CHAPTER 3 


The Objectives of Clinical Teaching as 


Seen by Institute Participants 


BY STEWART G. WoLr, Jr. 


Professor and Head, Department of Medicine 
University of Oklahoma School of Medicine 


HE CLIMATE AT Swampscott was characterized by an eagerness on the part 
Tes the participants to learn and a readiness to listen to the other fellow’s 
point of view. There was a strange air of harmony in the discussion groups, not 
amounting to general agreement on all matters certainly, but with no real warmth 
of debate. The differing emphases of Drs. Edgar Hull, Henry J. Bakst, and Carl 
Alfred Moyer (see Chapter 1) were quickly reconciled. Each of us saw some- 
thing social about cellular organization and something natural about the social 
beings and their laws. Most of us recognized the professional aspects of medicine 
and held that a physician must learn how to care for his patients. To character- 
ize this fruitful climate, I have selected a text from the book of James, 3:17: 
“But the wisdom that is from above is first pure, then peaceable, gentle and easy 
to be intreated, full of mercy and good fruits.” 


Teaching goals 


Pure, indeed! The pure objective was seen as scholarship, that noble essence 
of each of us who sat around the tables at Swampscott—and, alas, not shared by 
our colleagues who sit with us on curriculum committees back home. (For the 
composition of these curriculum committees, see Table 3.1.) It was agreed that 
the medical school should not attempt to turn out a finished physician. Most 
felt, indeed, that there should be no special effort toward complete or compre- 
hensive coverage of the medical field. Rather, with careful avoidance of one- 
upmanship or backbrowmanship, the teacher should attempt to inculcate on the 
student a sense of responsibility for his patients and, through penetrating and 
perceptive analysis, a method of studying them and of applying knowledge of 
the basic sciences to their care. 

The student must learn to ask questions, not just answer them. As one dis- 
cussion group recorder put it: “Too much emphasis has been put on the details 
of curriculum planning, on establishing methods and objectives for clinical as 
opposed to basic science teaching, and on the value system of the future physi- 
cian. It is urgent that we re-emphasize that medical education is a part of uni- 
versity education, and that its goal is to provide a sound foundation, irrespective 
of the special field of endeavor the physician might choose to pursue.” 

Another group stressed the intellectual and theoretical elements of medical 
science, the formulation of hypotheses, and suggested “an attempt to foster crea- 
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TABLE 3.1 


CLINICAL CURRICULUM COM- 
MITTEE MEMBERSHIP 


(Participants group) 


Average number of members 


Small Large 
Faculty group commit commit 
contributing cur- tees tees All 
riculum commit (under over commit 
tee members 10 10 tees 


Dean and adminis- 
tration 

Department heads 

Full-time senior 
faculty (prof. & 
assoc. prof.) 

Full-time junior 
faculty ‘asst 
prof.and below) 

Part-time faculty 

Dean's special ap- 

_ pomntees 

Other 

Number of schools 
reporting size of 
committee 58) 


* Indicates an average less than 05. 


TABLE 3.2 
DEPARTMENT HEAD REPORTS OF EXPECTED STUDENT COM 
PETENCE IN VARIOUS PROCEDURES 
(Department head group) 


, of 391 department heads indicating 
expected student competence 


Both work 
Working ing knowl- 
knowledge edge and Under 
of tech- understand- standingof No re 
Procedure niques ing principles sponse 


Blood glucose 

N.P.N 

Serum calcium 

Serum amylase 

Serum alkaline phosphatase 

Serum acid phosphatase 

Serum cholesterol 

Kepler-Power- Wilder test 

17 keto-steroid excretion 

Catechol amines 

1 131 uptake 

Urobilinogen 

Van den Bergh test 

Schilling test 

Thymol turbidity 

Blood ammonia 

Inulin clearance 

Brucella agglutination 

Differential sheep cell agglu 
tination 

Stool culture 

Urine culture 

Fragility of red blood cells 

Blood volume 

Coombs test 

Electrocardiogram 

Electroencephalogram 

Proctoscopy 

Pelvic examination 

Chest fluoroscopy 

Gastroscopy 


19 15 
71 
30 22 
09 
o8 Os 
02 
o4 
35) 73 
77 6 4 
76 6 15 
72 16 
9 6 7 
OR 
17 
t 
48 27 
65 6 18 
28 
9 16 
74 6 
72 6 17 
57 5 22 
64 6 i8 
84 6 22 
1 5 19 
634 6 18 
19 
71 6 7 
ys 6 
71 
67 
) oR 6 
4 OR 5 
5? 5 1s 
17 
73 5 18 
35 5 19 
» 41 5 22 
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tive thinking, even more than to emphasize the observational and experimental 
aspects.” According to a third group, “The teaching program in the medical 
schools should be designed, implemented, and accepted as graduate education, 
with all this implies.” 

There was expressed a conviction that the student must accept a large share 
of responsibility for his own education. Each medical discipline, including the 
clinical subjects, should conduct its teaching program at the graduate level. It 
was felt that defection from this concept by any one department or faculty mem- 
ber provides serious obstacles to the effectiveness of the efforts of all others. 

In the discussion, however, most participants betrayed an awareness that their 
attitudes and behavior in the bright light of scholarship which enveloped Swamp- 
scott might not be altogether consistent with that in the darker recesses back 
home where the curriculum is set and where examinations are planned. Here 
some might embrace the rejected mistress, called “Information, Facts, and 
Coverage.” Here the lofty concern with scholarship and the free pursuit of learn- 
ing might occasionally give way to the earthly concern with grades, qualifica- 
tions, and that vague euphemism called standards. 

Perhaps the best reflection of the attitude of teachers in a medical school is 
what they expect of the student. In the answers to the pre-Institute questionnaire 
that appear in Table 3.2, the vast majority of faculty in the Department Head 
group expect the medical student to have a working knowledge and an under- 
standing of the principles of a large number of things, including blood ammonia, 
gastroscopy, the Coombs’ test, and the determination of alkaline phosphatase. 
It would be interesting to know how many of those participants at Swampscott 
are in possession of a working knowledge of these methods and the principles 
which lie behind them. 

It was pointed out by several participants that practical limitations on the 
scientific freedom of medical education have also been imposed from without, in 
the form of financial exigencies that lead to such things as externships. Also, 
limitations are imposed by public demands of various sorts, legislative restric- 
tions, licensure, and specialty boards. Some felt that objectives could be more 
readily achieved if the medical schools exercised more control over house-staff 
training and even licensure. In any case, continued experimentation in medical 
education was held to be important. Efforts should be made, however, to build 
a method for evaluation of results into the design of the experiment, and one 
should realize always that although curricular arrangements may facilitate, ob- 
jectives are achieved by people. 

The attitude of inquiry was roundly endorsed, and the vital importance of 
research by the teaching staff recognized, but several groups detected a snobbery 
among investigators which seems to deprecate teaching. Table 3.3 shows that 
clinical faculty in the survey sample consider clinical skill and teaching profi- 
ciency to be more desirable criteria than research for faculiy advancement, but 
some discussants at the Institute were concerned lest skill and achievement in 
teaching fail in reality to receive adequate kudos or consideration in faculty 
promotions. They even suggested that some faculty members were devoting time, 
effort, and thought to research in an amount out of proportion to their responsi- 
bilities as teachers. Indeed, one group recommended career teaching awards 
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TABLE 3.4 


OPINIONS ON YEAR IN WHICH STUDENTS SHOULD BE INTRODUCED TO THE STUDY 
OF PATIENTS ACCORDING TO THE METHOD OF IN- 
TRODUCTION RANKED MOST DESIRABLE 


(Department head and faculty groups) 


Year students should be introduced to study of patient 
as cited by % of group desiring each method 


Most desirable method No N desiring 
of introduction First Second Third Fourth response each method 


Department head group 


Demonstration of patients by the clinical staff 
Demonstration of patients by preclinical staff 
Working with normal infants and mothers 
Working with patients in a hospital 

Working with patients in an outpatient clinic 
Other 


Demonstration of patients by the clinical staff 
Demonstration of patients by preclinical staff 
Working with normal infants and mothers 
Working with patients in a hospital 

Working with patients in an outpatient clinic 
Other 


* Less than | per cent response 


analogous to career investigatorships, and “a Nobel award for outstanding teach- 
ers.” Fortunately, Dr. J. Philip Sandblom of the Swedish University of Lund 
was present at the Institute and he, of course, has promised to take this sug- 
gestion back to the Nobel Committee. 

The reward of continuing, life-long education was seen in the personal satis- 
factions it affords. One objective of clinical teaching would be to make the stu- 
dents aware of these satisfactions, and thus motivate them in a realistic way 
toward continuing scholarship. 

Now, concerning the curriculum, there was a general consensus that in most 
schools, it should be loosened up, leaving a choice of course work, research, or 
other activities. It was not considered necessary or even desirable for all students 
to have the same educational experience. Although research opportunities for 
students, or even required projects, were encouraged, the need for bedside study 
of clinical problems was emphasized, with the caution to avoid idolatry of ma- 
chines, called by one group “machinolatory.” 

Considered among the most powerful tools of clinical teaching were: (1) the 
enthusiasm of the dedicated clinician who is happy in his work, and (2) the 
willingness of the professor to be found wrong. There was repeated emphasis on 
the importance of allowing the student to assume supervised responsibility for 
his patients, and in this connection Tables 3.4 and 3.5 should be of interest. 


The behavioral sciences 


The reports from most groups reflected a note of uneasiness concerning the 
place of the behavioral sciences in the medical curriculum. With an articulate 
representative of these disciplines in each group, however, the naive ultimately 
became informed, and the skeptics for the most part became convinced of the 
relevance of social and cultural pressures and psychological conflicts to the dis- 
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56 35 7 1 1 (173) 
75 25 0 0 0 (12) 
70 28 2 0 0 (40) 
10 46 41 3 0 (88) 
16 44 at 6 3 (32) 
43 29 14 0 4 (7) 
Faculty group 

3s 49 16 * 2 (1006) 
56 37 6 1 ° (144) 
66 29 5 ° * (108) 
1) 49 38 s 2 (316) 
12 47 37 1 3 (208) 
49 28 6 il 6 (18) 


TABLE 3.5 
INFORMATION ON DELEGATION OF PATIENT-CARE RESPONSIBILITY TO STUDENTS 


(Department head group) 


Per cent of department heads 


Year students first assume responsi Type of patient first assigned 
bility for patient care to students 

N of 

No re Hospi- Ambu No re dept 
Department Ist 2nd ard 4th = sponse talized latory Either sponse heads 
Medicine 0 4 73 18 5 88 3 4 78) 
Obstetrics & Cyne 0 63 36 41 21 i 67) 
Pediatrics 0 0 78 18 77 1 72 
Psychiatry 2 6 58 249 5 06 46) 
Surgery 0 0 9} su 14 i 58) 
All Departments ° 2 73 22 3 70 14 4 $38) 


* Less than | per cent response 


ruption of bodily as well as behavioral adaptation. In short, an understanding 
of the behavioral sciences was accepted as probably pertinent to disease, and 
hence to the objectives of clinical teaching. (See also Chapter 10, Section C, and 
Chapter 11.) 

Thus, in the words of the text we chose for today, “the wisdom that is from 
above” is, among other things, “easy to be intreated.” There followed consider- 
able earnest searching as to where or how the behavioral sciences might be fitted 
into the medical curriculum. Many felt that students should come to medical 
school with some knowledge of behavioral sciences, as well as of genetics and 
statistics. 

Finally, there was something like a consensus that it was too early to expect 
the behavioral scientist to take a place in the teaching program to a very great 
extent, but that he should be brought into the medical school, given a place to 
do his research and a chance to influence and educate his colleagues in other 
disciplines as well as to learn from them. As he acquires a comfortable place in 
the environment and a familiarity with clinical problems, he should be able 
ultimately to show what behavioral science can best offer in the curriculum. 

Most groups held with some emphasis that whatever introduction of behavioral 
science there was should be undertaken in a scholarly manner by scholars in the 
field, and that the objective could not be achieved by casual experiences in 
human relations under the tutelage of general practitioners or other clinicians 
not basically grounded in the field but brought in as substitutes for a behavioral 
scientist. One might as well substitute prostitution for marriage, on the ground 
that both afford intimate experience with people. 


Evaluation 


Methods of evaluating success in achieving the objectives of clinical teaching 
were considered by several groups, although none were seized upon with much 
enthusiasm. It was believed that the social scientist might be of some help here, 
if we could define our objectives clearly enough. Some pointed to certain hazards 
in present approaches to purely objective evaluation. The subjective impressions 
of a teacher who has watched a student closely may have a validity all their own 
of a sort we have not yet learned to objectify. Table 3.6, based on a survey made 
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TABLE 3.6 


MEDICAL STUDENT OPINION OF 
VARIOUS METHODS OF PER- 
FORMANCE EVALUATION 


Regular student group of 1957) 
\verage validity 
rating as cited by 
682 third- and 
fourth-year 
students* 


First Last 
Method of evaluation 2 Years 2 Vears 


final oral examinations in subject 
hel 

(objective final written examina- 
tions 

Subjective final written examina- 
tions 

Instructor judgment of technical 
proficiency 

Judgment of attitudes 

Judgment of personality 

Judgment of skill in handling pa 
tients 

National loard Examinations 
Part 

National Board Examinations 
Part 

Periodic oral examinations, other 
than final 

Kesearch reports 

I heses 


Written examinations other than 
tinal 2 
( linical notes 3.5 


Rating scales 
(ther factors 


* Figure reported is mean of ratings assigned by stu 
dents where 1 represents “Method highly valid and 
iair,”” and 5 represents “‘Method badly biased and in 
valid.” 


in 1957, shows medical students themselves to have a fairly high degree of con- 
fidence in the validity of instructor judgments during the clinical years. 

One Institute group was particularly intrigued with the open-book examination 
as a way of emphasizing thought, analytical ability, and resourcefulness, rather 
than the collection and recollection of information. It was pointed out that 
although in general we have rejected heavy emphasis on the encyclopedic in 
clinical teaching, it is often, nevertheless, the primary stress in our examinations. 

It is certainly relevant to the problem of evaluation that some highly impor- 
tant qualities of a good physician may not be amenable to rigorous definition at 
the moment. Furthermore, an idea of the diversity of faculty opinion on the 
relative importance of such factors as critical attitudes, independent thought, 


command of basic sciences, and ability to work with patients is shown in Table 
3.7. 


Education vs. training 


St. Paul wrote to James that “the wisdom from above was also peaceable.” 
So it was with us under the autumn foliage at Swampscott. It was readily agreed 
that the difficulties we experience in achieving the objectives of medical educa- 
tion are largely attributable to defective college, secondary, and primary edu- 
cation. This we deplored, anc’ ur position in this matter was greatly strength- 
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29 22 
20 26 
27 2.7 
31 24 
30 24 
33 2.8 
36 1° 
2.7 $2 
5.5 
2.4 21 
35 
+8 

25 

‘4 

20 


Issue 
COMMAND OF BASIC SCIENCES 

Command of basic sciences 

vs 
Ability to work with patients 
N 
Command of basic sciences 

vs 
Maintenance of free enterprise system 
N 
Command of basic sciences 

vs 
Encouragement of independent thought 
N 

ABILITY TO WORK WITH PATIENTS 

Ability to work with patients 

vs 
Command of basic sciences 
N 
Ability to work with patients 


vs 
Critical attitude toward self and profes 
sion 


\bility to work with patients 
vs 
Maintenance of free choice of physician 


Ability to work with patients 


vs 
Support of organized medicine 
N 


UPPORT GF ORGANIZED MEDI 
CINE 
Support of organized medicine 
vs 
Encouragement of independent thought 
N 


Supy of organized medicine 


Critic al attits ide toward self and profes- 
Si ” 


Supy of organized medicine 
Ability” to work with patients 
N 

Support of organized medicine 


vs 


Physician’s status in community 
N 


ATTITUDE TOWARD 
AND PROFESSION 

Critical attitude toward self and profes 
sion 


RITICAL 
SELF ! 


vs 
Ability to work with patients 
N 


Critical attitude toward self and profes- 
sion 


vs 
Maintenance of free enterprise system 
N 


Critical attitude toward self and profes- 
sion 


Sup; sort ‘a organized medicine 
N 
ENCOURAGEMENT OF 
ENT THOUGHT 
Encouragement of independent thought 


INDEPEND- 


vs 
Maintenance of free choice of physician 
N 


(Centinued in Column 2) 


TABLE 3.7 


FACULTY OPINION OF THE RELATIVE IMPORTANCE OF VARIOUS 
ISSUES IN MEDICAL EDUCATION 


(Faculty group) 


En- 
dorsement 


(1869) 
73 
7 
(1826) 
92 


8 
(1831) 


20 


80 
(1864) 


86 
1841) 
& 


92 
(1831) 


70 
1810) 


19 
(1858) 


Enc mong of independent thought 
Support ‘a organized medicine 
Facouragement of independent thought 
iden ’s status in community 

nc of independent thought 
Command of basic sciences 


MAINTENANCE FREE CHOICE 
OF PHYSICIA 


Maintenance of free mee of physician 
of independent thought 
of free choice of physician 
Ability to work with colleagues 
ee of free choice of physician 
Ability to work with patients 
MAINTENANCE OF FREE ENTER 
PRISE SYSTEM 
Maintenance of free enterprise system 


vs 
Critical attitude toward self and profes- 
sion 


Maintenance of free enterprise system 
vs 

Command of basic sciences 

N 

Maintenance of free enterprise system 
vs. 

Importance of support for medical edu- 

_cation 
PHYSICIAN'S STATUS IN COMMU- 
NITY 

status in community 

ncourage ment of independent thought 

Phy sician’s status in community 


vs 
Support of organized medicine 
N 


ABILITY TO WORK WITH COL- 
JEAGUES 
Ability to work with colleagues 
vs 
Maintenance of free choice of physician 
N 
Ability to work with colleagues 
vs 
Importance of support for medical edu- 


cation 
N 


IMPORTANCE OF SU ray FOR 
MEDICAL EDUCATIC 


Importance of support for a al edu 
cation 


vs 
Ability to work with cglleagues 
N 


Importance of support for medical edu 
cation 


vs 
Maintenance of free enterprise system 
N 


% En- 
dorsement 


40 


60 
(1839) 
26 


74 
(1832) 


53 
(1818) 
44 


(1848) 
70 


30 
(1810) 


46 
(1838) 


47 
(1818) 
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80 
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(1848) 
26 
(1832) 
40 40 
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(1883) 
46 
76 
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N 
73 
N 
= 
= 
76 
1859) 
60 ‘4 
| 
(1841) 
46 
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ened by Professor Sandblom’s delightful presentation, in which he very gently 
contrasted the comparatively cultivated youth of Sweden with our own (see 
Chapter 8). 

Most groups had fun with the definitions of education and training. Perhaps 
we agreed that education implies growth; training implies discipline. An excess 
of training might lead to the beautiful symmetry of the espaliered tree, pleasing 
to the eye, but bearing little fruit. Growth undisciplined, on the other hand, 
might lead to the leafy fullness of the tree in the untended wilderness, dense and 
green, but also bearing little fruit. The best yield of fruit comes from the tree 
in the well-kept orchard, trimmed and disciplined, but growing free and not 
necessarily identical with its neighbors. To skip, then, in conclusion, from James 
to Matthew, “By their fruits ye shall know them.” So let it be with clinical 
teaching. 
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PART Il 


The Setting of Clinical Teaching 


Chapter 4. Medical Care and Medical Service Plans: Their Implications 
for Medical Education . : 


by Charles G. Child, III 


Chapter 5. Two Views of the Teaching Hospital 


A. Relationship of a University to a Teaching Hospital . 
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B. Hospitals and Clinical Teaching 
by Cecil G. Sheps 


Chapter 6. The Setting of Clinical Teaching as Seen by Institute Par- 
ticipants 


by Charles G. Child, 111 
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Introductory Note to Part Il 


The setting of clinical teaching does lend itself to measurement. We can think 
in terms of budget and endowment dollars or numbers of patients and teachers 
more easily, perhaps, than we can think in terms of objectives and other less tan- 
gible relationships. However, in planning that part of the Institute program con- 
cerned with the teaching hospital, the subcommittee for Topic Il found that 
these tangible variables can likewise become more elusive than one might like, 
particularly when the attempt is made to relate them to the objectives of clinical 
teaching. 

In its deliberations preceding the 1958 Institute the subcommittee recognized 
that there are many important attributes of the setting that may, on the one 
hand, enhance or perpetuate mediocrity and, on the other hand, feed the objec- 
tives of clinical teaching and the best in teacher-student-patient relationships. It 
was agreed that bricks, mortar, and equipment are basic to the setting, but that 
the deciding factor in the effectiveness of a teaching hospital is the people in- 
volved. Students, teachers, administrators, patients, and ancillary medical per- 
sonnel all contribute to the essence of the milicu in which the clinical teaching 
process takes place, and all are affected by the dynamic processes of action and 
interaction that occur. Throughout the Institute emphasis was placed on those 
attributes of setting that influence effective interpersonal relations and can thus 
contribute most to successful education in clinical medicine. 

The chapters here in Part 11 document the Institute proceedings on the setting. 
In Chapter 4, Dr. Charles G. Child, 111, chairman of the Topic 11 subcommittee, 
brings the setting into the scene with a discussion of medical care and medical 
service plans and their changing patterns in today’s economy. Undaunted by cur- 
rent widely accepted viewpoints, he sets forth some challenging implications for 
medical education. 

Chapter 5 presents two compatible views of the teaching hospital from two 
important vantage points—those of a university president and a hospital ad- 
ministrator. President Quigg Newton of the University of Colorado speaks from 
the university standpoint on factors in the cooperative relationship between a 
university and its teaching hospital. Section B of this chapter reproduces the 
paper given at the Institute by Dr. Cecil G. Sheps, General Director of the Beth 
Israel Hospital in Boston and Clinical Professor of Preventive Medicine at Har- 
vard Medical School, who examines today’s teaching hospital and issues some 
challenges basic to continuing progress in medical education. 

The final chapter in Part II summarizes the key factors affecting the setting 
as revealed by the Institute speakers and the pre-Institute research. Dr. Child re- 
views these characteristics and their implications as discussed—and sometimes 
argued—by participants in the Institute round tables. 


CHAPTER 4 


Medical Care and Medical Service Plans: 


Their Implications for Medical Education 


BY CHARLES G. CHILD, IIT 


Professor and Chairman, Department of Surgery 
University of Michigan School of Medicine 


N THIS PAPER I shall attempt to delineate some of the problems that social 
| and economic changes are imposing upon the setting in which clinical teach- 
ing takes place and to suggest what seem to me to be some of their implications. 
Its intent is to stimulate discussion and even disagreement, both on defining the 
problems and approaching their solution. 


The clinical student defined 


Before discussing the attributes of setting I consider important in teaching 
clinical medicine, let me define briefly the student population with which we are 
concerned. There are two possible extremes of inclusiveness for this definition, 
neither of which seems appropriate. The first is too limited because it includes 
only the members of our third- and fourth-year classes; the second is too broad 
for it considers every doctor a student of medicine as long as he is actively asso- 
ciated with his profession. A reasonable compromise would be to regard as stu- 
dents of medicine all those actively engaged in a formal process of learning. For 
our purposes students of clinical medicine should include and be limited to third- 
and fourth-year medical students, interns, assistant residents, residents, and 
chief residents. Men and women seeking to become doctors start studying clinical 
medicine at the end of their second or at the beginning of their third year in 
medical school; they continue to be formal students of medicine and surgery un- 
til they complete their internships and residencies. During this period of from 
three to seven years, these men and women often study under the same faculty 
and become integral parts of the medical school. 

The time has long since passed when a medical school can consider its educa- 
tional responsibilities over because a student happens to receive the degree of 
doctor of medicine. The medical school of the future will, | am convinced, appre- 
ciate that it must extend its educational spheres of influence to include house 
officers in all stages of their formal training, not only in their immediately related 
teaching hospitals, but also in affiliated hospitals. Although the 1958 Institute on 
Clinical Teaching concentrated somewhat specifically on third- and fourth-year 
students, | am sure we should be shortsighted indeed if we failed to consider the 
setting of clinical teaching in terms of its importance to all those engaged formal- 
ly in teaching and learning clinical medicine and surgery. Thus some of my refer- 
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ences to setting in the pages that follow may appear at times more applicable to 
interns and residents than to medical students alone. 


Bricks and mortar, patients and teachers 


Even superficial examination discloses that the modern hospital, the only 
reasonable setting for clinical instruction in medicine and surgery, is composed 
essentially of three elements: the bricks and mortar of which it is constructed 
and the physical equipment available for the care of its patients; the patients, 
without which it would hardly be a hospital at all; and the large number and 
variety of professional and nonprofessional workers who, if it were not for the 
patients, would not be in evidence either. Through this relatively stable organi- 
zation each year passes a small army of students—medical, nursing, technical, 
and administrative. The whole of a modern hospital is greater than the sum of 
its parts by that priceless ingredient Harvey Cushing chose, in his Ether Day 
address of 1921,! to designate “The Personality of a Hospital.” This elusive 
value, so critical to the teaching and learning process, Dr. Cushing believed 
emanated chiefly from the character of the service any given hospital performs. 

If we conceive our obligations today to be those of planning for the best pos- 
sible hospitals in which to teach, which of the many attributes of setting most de- 
serve our attention? I believe we must give more than a nod to bricks, mortar, 
and equipment. In evaluating these qualities of a hospital in terms of its person- 
ality, Dr. Cushing chose to be unimpressed by their importance. In the 1921 
address he said, “‘Raiment counts for little. . . . it is not the externals, the inher- 
ited wealth, the social position or occupation of an institution. . . . it is the qual- 
ity of its work which enables it to establish and to maintain leadership.” 

Few would deny that in the last analysis quality of work is of the utmost 
importance. Today, however, the quality of work a hospital is capable of depends 
in no small measure upon its physical plant. Sentimentally, therefore, I might be 
inclined to agree completely with Dr. Cushing, but practically I am forced to be- 
lieve there are minimal standards in bricks and mortar that must be maintained 
by our teaching hospitals if education and the best in patient care are to flourish. 
The technical armamentarium necessary for good patient care is prodigious. We 
may on occasions of budget decry our expensive x-ray machines, our cinefluoro- 
graphic units, our large central laboratories, our heart pumps, and our metabolic 
wards—but upon these a large segment of modern medical care depends. And in 
clinical medicine and surgery, more than in any other field of human endeavor, 
we must be able to practice what we teach and teach what we practice. Where 
human life is at stake, there must be no compromise with quality in equipment. 
I doubt that even Harvey Cushing would wish to return to the days when, and | 
quote again from his Ether Day address of 1921, “Codman and I ground out on 
the old static machine the first faint x-ray picture of a hand ever taken here.” 

Not the least important aspect of the bricks-and-mortar consideration will be 
the ability of the teaching hospital of the future to compete effectively with pri- 
vate practice—not only for patients but for superior physicians and surgeons as 


'“The Personality of a Hospital,’ in Cushing, Harvey, Cousecratio Medici (Boston: Little, 
Brown and Co., 1928). 
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well. In the minds of the public, who are after all the ultimate consumers of 
medical education, modern, cheerful, and efficient surroundings are often synony- 
mous with good treatment. Teaching hospitals must pay more attention than 
ever before to their competitive positions in medicine, for the past wealth of 
teaching material to be found amongst indigent patients is rapidly dwindling. 

There is no need to pursue here the obvious connotations of bricks, mortar, 
and equipment. Open heart surgery simply cannot be performed without heart 
pumps, and heart pumps are as expensive as they are capricious. Modern medi- 
cine can neither be practiced nor taught in an economic and structural vacuum. 
A hospital that is dirty, ill-kept, poorly equipped, and without library and 
laboratory facilities, cannot practice modern medicine and surgery any more 
effectively than could a World War I airplane cope with a jet or a rocket fighter 
of World War III. If the best in modern medicine cannot be practiced, clinical 
teaching by example is farcical and medical schools indeed will experience great 
difficulty in attracting faculties of distinction. I must assume, therefore, that our 
medical schools will ever strive to maintain the best possible hospital facilities 
and place them at the disposal of their students and tlinical faculty. Let us grant 
that we, as medical teachers, have provided through ownership, through strong 
affiliation, or through some other but equally effective device, the best of modern 
hospitals in which to teach our medical students. Have we then met satisfactorily 
all of the challenges of modern clinical teaching? 

Decidedly not, for even though a medical school acquires the finest in bricks 
and mortar, the most priceless ingredients of all clinical teaching are not neces- 
sarily assured. Patients, adequate in number and variety, must be available or 
clinical teaching cannot exist at all. Teachers, too, must be available. Learning 
medicine and surgery by the case system is a feature of American medical edu- 
cation that few would willingly abandon. This system, of course, depends directly 
for success upon having patients available for study by students. Yet, today, in 
the face of a presumed need for additional doctors, in the face of a rapidly in- 
creasing population, and in the face of unprecedented prosperity, education is 
faced with a paradox—fewer and fewer patients available for instruction of 
students, interns, and residents. In view of this paradoxical circumstance, one 
of the most important problems with which we must concern ourselves is the 
question of how medical education may be assured of an uninterrupted flow of 
teaching patients and teachers. 

For this paper, therefore, I have selected from all the possible attributes of 
the setting of clinical medicine and surgery two I consider of particular impor- 
tance. They are medical care plans and medical service plans. [ believe medical 
care plans to be important because they relate directly to a continuing supply of 
teaching patients. I believe that upon sound medical service plans depends the 
potential attractiveness of medical education to teachers of outstanding ability. 


IMPLICATIONS OF MEDICAL CARE PLANS 
Teaching patients: past 


In our consideration of teaching patients we might first ask ourselves who 
were the teaching patients of the past and where are they today. There is little 
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doubt that in the past they were drawn from our large indigent population. To- 
day, as a result of a wide variety of medical care plans, teaching patients have 
become private patients and are upon the private and semiprivate services, not 
only of our teaching hospitals, but also of our rapidly expanding community fa- 
cilities. In many of these institutions private status has not eliminated teaching 
value entirely, but it has at least compromised it severely. That private and 
semiprivate patients are something less than fully valuable as teaching patients 
is pointed up succinctly in the existing dearth of operative material for resident 
training programs in surgery. 

The socioeconomic factors in our highly organized and highly successful in- 
dustrial society that have created increasing medical independence among the 
formerly indigent in the population were well elaborated at the 1958 Congress 
on Medical Education and Licensure. The changing status of patients and its 
impact upon clinical teaching was outlined by Leland McKittrick, David Allman, 
Dudley Kirk, Talcott Parsons, Meyer Kestnbaum, as well as by other distin- 
guished medical teachers, economists, and behavioral scientists. It is unnecessary 
to review here these important contributions to current thinking on medical 
education; they are readily available in the May 3, 1958, and May 10, 1958, 
issues of the Journal of the American Medical Association. The point is that 
ever-increasing prosperity in the society from which teaching patients were for- 
merly drawn makes return to an unlimited supply of medically indigent patients 
highly unlikely. 

Many clinical teachers, faced with this shift of patients from service to private 
status, have suggested that medical teaching can be quite as successful upon 
private as upon ward patients. To a limited degree this may be so, but I submit 
that in surgery at least this position is not wholly tenable. These claims have, 
I am afraid, been colored by wishful and unrealistic thinking. If students, in- 
terns, and residents are to learn clinical medicine and surgery, they must have 
patients for whom they are responsible—but we avoid important issues if we 
hold that residents can accept major responsibility for private patients. Equiv- 
alent educational values are not to be obtained in surgery from caring for pa- 
tients for whom a visiting surgeon is primarily responsible and from managing 
a service or hospital patient. I must, therefore, seriously question whether the 
private patient of today can ever provide the same educational value as his in- 
digent predecessor. 

This does not mean, of course, that private patients cannot and should not be 
used for teaching in surgery, but rather that we must be rigorous in our con- 
siderations lest we assign untrue values to educational experiences derived from 
private as opposed to service patients. True teaching and learning values are 
sharply demarcated in surgical and obstetrical teaching for some one individual, 
and only one does the operation or delivers the baby. In medical, pediatric, and 
psychiatric residencies, these values may be diffused. They may even be less 
precise as far as medical students are concerned. The facts indicate that private 
patients can be quite as useful as indigent patients in some educational areas but 
not in others. Our problem is to define these areas appropriately and with satis- 
faction to student, patient, resident, doctor, and administrator. 

In this connection I should emphasize certain differences between private and 
paying patients. Medical care plans, health insurance, third-party payments, 
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industrial plans, and increasing economic adequacy have produced patients who 
are economically capable of meeting the costs of hospital and professional care, 
but who do not necessarily think in terms of engaging the services of a private 
practitioner. Such persons appear daily at our teaching institutions seeking med- 
ical or surgical treatment. Largely due to pressures from private practice groups 
and from county and state medical societies, a variety of devices are set into 
motion to divert such patients away from our teaching services and into the 
hands of private physicians and surgeons. The flavor of this predicament has 
been well captured by Dr. Isidor Ravdin in his recent address to the Section on 
Military Medicine of the American Medical Association. Although Dr. Ravdin 
was primarily concerned with residency training in surgery, the principles he 
elaborated upon are equally applicable to clinical teaching of students and in- 
terns, as well as residents:? 


Is not a resident who has already had several years of special training more com- 
petent to provide surgical care than is the intern who has just passed his state board 
medical licensure examination and thereby received a license supposedly qualifying 
him for the practice of medicine and surgery? The Blue Shield plans pay such indi- 
viduals when they have a hospital in which they may operate. And yet these very 
organizations refuse to pay residents who have had two, three, four or ofttimes more 
years of training, because they are still classed as residents. Can the persons who are 
responsible for the administration of the Blue Shield plans maintain this type of 
thinking while at the same time they lament the fact that our Veterans Administration 


hospitals are frequently filled with patients who do not have service-connected dis- 
abilities? 


There is little doubt then but that this movement toward health insurance, 


medical care plans, and economic adequacy has affected medical education just 
as profoundly as it has altered medical practice. Yet, early medical education 
paid scant attention to portents which seemed clear for everyone else to see. In 
Health Insurance by Sinai, Anderson, and Dollar, published by the Common- 
wealth Fund in 1946, Chapter 3 is devoted to the attitudes of professional, gov- 
ernmental, and lay groups toward ever-increasing health insurance. The Ameri- 
can Medical Association, the American Hospital Association, the American 
Dental Association, the American Nurses’ Association, the American Public 
Health Association, the United States Public Health Service, the Social Security 
Board, labor, private enterprise, and even the public are all listed as having 
important convictions on health insurance. 

Medical education was conspicuously absent from this chapter. By 1942 when 
the Committee on Medicine and the Changing Order was established by the 
Council of the New York Academy of Medicine, it should have been clear to 
agencies concerned with medical education that health insurance was destined to 
affect profoundly the supply of patients available for clinical teaching. Scant 
attention was accorded the threat at that time, for in all probability pools of 
indigent patients continued to be adequate to meet the educational needs of the 
day. Why then be concerned about a seemingly theoretical danger? The theories 
of 1942 are now stark realities. I was most happy to learn that in 1950 the 
Committee on Medical Care Plans of the Association of American Medical Col- 


2 Ravdin, Isidor S. “Problems of Surgical Residency Training,” JAMA 165, Nov. 16, 1957, 
pp. 1371-6. 
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leges was formed. From my point of view, medical care plans have had an ad- 
verse effect upon clinical teaching and serious consideration must now be 
given to correcting these deficits. 


Teaching patients: future 


We have seen who our teaching patients of the past were, where they have 
gone, and that we are unlikely to get them back. Let me now consider who are 
to be our teaching patients of the future, where they are to come from, and how. 

Dr. Ward Darley, executive director of the Association of American Medical 
Colleges, has supplied an eminently satisfactory answer to the first part of my 
question—who will our teaching patients be. Dr. Darley has defined a teaching 
patient as “an individual who elects to enter a teaching institution or service, 
who knows that his case will be in the hands of the staff-student team, and who 
knows that his problem may be approached from the research standpoint.” 

This definition carries two essential features—knowing and electing. It is 
essential that a patient know he is a teaching patient if medical education is to 
continue at high moral levels. As a surgeon, the spirit of knowing is best clarified 
in my own thinking by insisting that a teaching patient know he may be oper- 
ated upon by an intern, assistant resident, resident, or staff member, as the 
seriousness of his illness may require. The moral implications of the care of 
teaching patients are being widely discussed today, but important as they are 
they do not constitute the major interest of this paper. Of more relevance here 
is the word elect—a teaching patient is one who elects to enter a teaching hos- 
pital. In this word I believe rests the future of an adequate supply of patients 
for clinical teaching. 

Obviously election implies choice. When choice of medical care is assured by 
an adequate medical care plan, a patient will elect that facility he believes best 
for him or for a member of his family for whom he is responsible. Heretofore 
the indigent patient who constituted the basis of most clinical teaching had little 
choice but to go to eleemosynary institutions. That many of these became famous 
teaching hospitals was not an accident; where patients were available for teach- 
ing, there teaching inevitably made its headquarters. Because of rapidly increas- 
ing economic adequacy, health insurance, and medical care plans, choices have 
become available, and it is highly unlikely that teaching patients of the future 
will elect teaching institutions unless they believe that there they will receive 
medical care superior in all respects to that obtainable elsewhere. 

Economic adequacy will permit patients and their families to exercise free 
choice of medical care. Choice between teaching hospitals and community or 
private hospitals will, I believe, be clearly related to medical superiority. Nor 
will patients of the future be apt to elect the teaching hospital if care is merely 
equivalent to that available elsewhere. Under these circumstances our future 
teaching patient will, I suspect, elect community facilities for a variety of 
reasons, good and sufficient to him at least. Geographically they may be more 
convenient, his family may be more readily able to visit him, his family physician 
may be able to participate in his care, or he may even have an aversion to being 
a teaching patient. 

Clearly then, if patients adequate in number and variety to meet the needs 
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of medical education are to elect care in teaching hospitals, our teaching institu- 
tions of the future must emerge in the eyes of the patient population as superior 
in all respects to community or nonteaching hospitals. To achieve such an ideal 
will require an extraordinary feat in public relations upon the part of our med- 
ical schools and university hospitals. 

The premises upon which I have postulated an adequate supply of teaching 
patients for the future will require, in addition to placing our teaching hospitals 
before the public as superior institutions, acceptance by those in private practice 
of the right and even necessity of teaching and university hospitals to compete 
with them for patients. Teaching hospitals and medical teachers have been in- 
timidated by county and state medical societies for so long that they are ill 
prepared to think in terms of competing aggressively for patients. The day has 
probably passed when teaching hospitals can afford to accept only patients re- 
ferred to them by local physicians. 

Furthermore, in my opinion, the time has come when trustees of teaching hos- 
pitals must also begin to think in terms of upgrading the facilities of our teach- 
ing hospitals to a point where they can compete. Only when our educational 
hospitals fully appreciate that their competitive position with regard to facilities, 
staff, and public relations must be radically improved, will teaching patients once 
again begin to appear in adequate numbers upon our teaching services. 

Let me emphasize then without equivocation that upon the right and capacity 
of teaching institutions to compete—ethically, professionally, and without prej- 
udice—depends the supply of teaching patients for the future. One of the hal- 
lowed edicts of teaching hospitals has emphasized that they should not compete 
with the practicing physician for patients. Teaching hospitals should accept only 
those patients referred directly to them by the doctors of the community. This 
and similar policies were naturally effective with a large indigent population. 
Today a larger number of patients than ever before can afford, one way or an- 
other, to pay for their professional services; their referral to teaching institutions 
is unlikely. 

In proposing competition I realize that many difficult problems will have to 
be faced by medical schools with regard to their relationship with local county 
and state medical societies. But I believe that by sincerely promoting under- 
standing between universities and practicing physicians the needs of both can 
be met. Aggressive competition need not necessarily imply setting out to “scoop” 
the medical and surgical practice of the community. Rather I would urge mutual 
understanding between medical school and local private practice. By promoting 
the obvious interests of each, the teaching hospital of the future can confidently 
be expected to attain a more important position in its community than ever 
before. This and other problems relating to institutional practice of medicine will 
concern us intensely over the next few years. If they do not concern us, and if 
the issues are not satisfactorily resolved, we will not have any teaching patients. 

Before leaving the subject of the availability of teaching patients for the 
future, let me consider briefly one additional point relating to a potentially un- 
tapped source of patients for teaching. Earlier this year Talcott Parsons wrote,* 


* Parsons, Talcott, “Some Trends of Change in American Society,” JAMA 167, May 3, 
1958, pp. 31-6. 
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One further point is relevant in this connection. It has already proved true over a 
wide front that employing organizations are very convenient agencies for the organiza- 
tion of such financial provisions, and I should expect this trend to increase. After all, 
the employing organization is the principal source of family income, and a relation 
needs to be established between this sourse and two primary family financial responsi- 
bilities, namely provision for health care and for old age. 


A related but distinct problem is how far the actual practice of medicine will come 
to be organized about occupation as a focus. 


Here are two thoughts only beginning to be related seriously to teaching pa- 
tients. If, as Dr. Parsons has indicated, there exists a possibility that medical 
care in the future may become organized about occupation, should not medical 
education begin to include in its thinking the possibility of capturing groups of 
employed persons as patients when and if they become ill. Without being too 
fanciful, I can conceive of a university hospital, with the wide panorama of 
services it must support, writing a contract with an industrial or labor organiza- 
tion for total medical care of their dependents. Many employing organizations 
have already moved in the direction of supplying medical care to their constit- 
uents. They have formed medical departments, provided annual physical exam- 
inations, and even built hospitals providing complete medical care. For their 
medical staffs they have competed upon the open market quite successfully. 
Why shouldn’t medical schools and university hospitals agree to supply medical 
care to the employees and families of any large regional industry? 


IMPLICATIONS OF MEDICAL SERVICE PLANS 
The clinical teacher 


Next I come to the third ingredient of the setting of clinical teaching—the 
teachers of clinical medicine and surgery. Would the teachers who attended the 
Institute at Swampscott agree with Harvey Cushing* that “It is a good thing to 
strive for an ideal, but futile to seek the impossible”? If they were called upon 
to suggest a candidate for a teaching position, I wonder if they would smile 
(even as Harvey Cushing did) if they were told that: 


(1) he must be a “researcher” (God save the mark!); (2) he must be able to inocu- 
late others with a spirit for research; (3) he must be a tried teacher; (4) he must be 
a capable administrator of his large staff and department; (5) he must, of course, be 
a good operating surgeon; (6) he must be cooperative; (7) he must have high ideals, 
social standing, and an agreeable wife. 


Obviously in the brief space alloted to me I cannot be all things to all clinical 
teachers. I must, therefore, confine myself to what I consider the primary prob- 
lem confronting medical schools and university hospitals with regard to their 
clinical faculties, for I believe that the availability of clinical faculties of the 
future will depend upon the medical service plan afforded by our medical schools 
and their teaching hospitals. Here I might twist Dr. Darley’s definition of the 
teaching patient to fit the teacher—he is, in my opinion, an individual who elects 
to work in a teaching hospital knowing that he will care for teaching patients, 
do research, and (God save the mark!) be a good teacher. Here again knowing 
is perhaps not of major importance but electing certainly is. Able physicians will 


4 Cushing, Harvey, op. cit. 


elect to devote their lives to teaching only so long as these posts are attractive 
professionally and economically. To be attractive professionally, the teaching 
hospital must offer facilities for the best in patient care. 

Too often the clinical teacher is frustrated at being unable to practice what 
he teaches. There must be patients for him to care for; if he is a surgeon, there 
must be patients for him to operate upon. Furthermore, since one of the distin- 
guishing features between teaching and nonteaching hospitals is the availability 
of research facilities, these must be of the best and there must be adequate funds 
to assure their support. And of course the clinical teacher must be able to support 
himself and his family comfortably. 


A source of future teachers 


The capacity of medical schools today to attract and hold clinical faculties of 
importance is inherent in an administrative device that has come to be known 
widely as an institution’s medical service plan. With regard to teachers and 
medical schools, good medical service plans promote assurances that neither the 
medical school nor the academically motivated physician or surgeon will exploit 
the other. 

The medical service plans of 19 medical colleges (9 private and 10 state) have 
recently been reviewed by Augustus J. Carroll, Business Officer at the State 
University of New York Upstate Medical Center in Syracuse.® I can heartily 
recommend this publication to those concerned with the problem of maintaining 
clinical teaching and teachers, and I wish to comment here upon some of the 
more challenging aspects of Mr. Carroll’s important study. 

Mr. Carroll believes that sooner or later all medical colleges are certain to face 
problems in relation to medical service plans, for clinical teaching requires the 
services of specialists in all branches of medical service. Good clinical teachers 
must not only be well educated and trained but also be experienced and active 
in the application of their knowledge and skills. Leonardo da Vinci emphasized 
this many years ago when, in a moment of self-communing, he asserted, “The 
supreme misfortune is when theory outstrips performance.” One may legitimately 
ask at this point whether physicians who do not practice or surgeons who do not 
operate are entitled to teach clinical medicine or surgery. In any event the fact 
remains that good clinical teachers do much of their teaching by demonstrating 
to their students. 

A by-product of their teaching, therefore, inevitably involves medical care for 
patients and essential service to hospitals. Furthermore, full-time academic 
physicians and surgeons often possess unique and specialized skills and talents 
which, even though they have been brought together primarily in the interests 
of education, should be available to the medical community at large. Through 
the medical service aspects of the essential activities of clinical teachers may 
accrue rather large sums of money in the form of patient fees. In the proper 
disposition of these monies, the interests, both of the university and of the indi- 
vidual concerned, must be protected. From the university's point of view major 


* Carroll, Augustus J. A Study of Medical College Costs (Evanston, Illinois: Association 
of American Medical Colleves, 1958). 
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emphasis must, of course, be placed upon educational-research-administrative 
responsibilities rather than upon privileges and opportunities for private prac- 
tice. The conflicts of interests that inevitably arise must be resolved. Particularly 
is this true today when many schools must depend upon private patient fees to 
be able to afford good clinical teachers and investigators. 

Medical service plans of a wide variety have been devised to resolve these 
potential conflicts. A good medical service plan must, therefore, give fair and 
reasonable consideration to the interests of the state, of the university, of the 
medical college, of the faculty (and their wives), of the medical students (in- 
terns and residents as well), of the administrators and trustees of teaching 
hospitals, of the community and its sick, of practicing physicians and surgeons, 
and of a wide variety of local and national medical societies. To minimize mis- 
understandings, the plan should be complete, clear, precise, and in writing. Of 
stern stuff are medical service plans composed! 

It would be impossible to review here all or even one of the medical service 
plans that are in operation in our medical schools. Nor do I propose to present 
a plan of my own. However, let me say I believe that the secret of attracting 
able teachers to clinical education will more and more depend upon the ade- 
quacy and attractiveness of a given school’s medical service plan. That these 
plans will differ widely from school to school within the same community and 
from community to community is inevitable. Other features of medical service 
plans—-such as private patients, disposition of income derived therefrom, tenure, 
rate of advancement in rank, office facilities, and the like—are all important 
features in any given plan, which though they vary from school to school must 
be accorded important attention and thought. 

In any consideration of medical service plans as they relate to professional 
staff, recognition must be given the forgotten men of our teaching hospitals—the 
interns, assistant residents, and residents. Not only do these individuals consti- 
tute the backbone of medical care in most of our university hospitals, but in 
addition these young men and women contribute importantly to clinical teach- 
ing. That their significant and essential positions in the organization of teaching 
hospitals be accorded the dignity of careful attention is only just. In this con- 
nection [ am reminded of an editorial which appeared recently in a large city 
newspaper. Under the title of “Thirty Cents an Hours,” this editorial reads in 
part:® 

At the shameful bottom of the totem pole among New York City’s employees are 
the full-time interns and residents of our city hospitals. No teen-age baby sitter would 
deign to sit before the television set for what these people are getting to care for the 
sick. They know nothing of the minimum-wage law, or extra pay for overtime. They 


are on active duty from 105 hours a week to over 150 hours, including nights and 
week-ends. . . . 

For this niggardly wage these doctors dispense the bulk of the daily medical care 
given to the patients of the municipal hospitals under a city administration that prides 
itself on labor relations enlightenment. To an appeal for relief from this Middle Ages 
apprenticeship system, to a citation of the infinitely better pay offered elsewhere, the 
Mayor and the Board of Estimate turned a deaf ear in this year of the austerity budget. 
Here is certainly a “shame of the city” that should be recognized by prompt modifica- 
tion of the budget. 


6 Editorial, New York Times, May 23, 1958, p. 22. 
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Medical teachers have it within their power to change this “shame of the city,” 
not only in municipal and voluntary teaching hospitals, but in university hos- 
pitals as well. In medical service plans attention must be focused upon the 
young man who has just finished his residency and who, by inclination and 
ability, is attracted to academic medicine and surgery, but whose financial re- 
sources have been exhausted by years of postgraduate training at niggardly 
wages. Among this group we must find future medical educators. I must admit 
that for these young men and women our medical service plans too often do but 
little to make postresidency academic positions attractive professionally, or even 
possible economically. 

Let me call your attention to Fig. 1. Quite hypothetically this represents in 
number of operations per year, number of new patients seen per month, or 
number of deliveries per year, the professional activities of a capable young 
doctor. This chart reflects his professional activities, not only during his resi- 
dency, but also for the first five years after completing his training. You will 
notice, I am sure, the precipitous decline in his medical productivity the day 
after completion of his formal training. Almost five years elapse before the young 
doctor reaches the level of productivity that he and society enjoyed during his 
period as resident. Here, then, we support a system whereby a doctor is brought 
to a high level of capacity to perform important services to society, and then he 
is told to sit back and wait. Not only is this demoralizing to a young man, but 
it also constitutes a great waste in medical manpower. All too often he must 
seek part-time employment in industry or perform routine physical examinations 
for insurance companies to support himself and his family. His other alternative 


MEDICAL SERVICE TO SOCIETY 


UNITS OF 
MEDICAL * 100=|00% CAPACITY 


SERVICE 
100 


75 
50 


25 


50 60 
OPERATIONS PER WEEK 


* NEW PATIENTS PER MONTH 
DELIVERIES PER YEAR 


Fic. 1.—The productivity of a surgeon, a physician, or an obstetrician is displayed 
here, quite hypothetically, in terms of “service to society.” The crosshatched area repre- 
sents a seriously arid period coming immediately after completion of residency train- 
ing. Perhaps we should consider making productive use of this period 
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is to enter private practice. In any event his services are of necessity too often 
lost to medical education and research. In the past, if he were a surgeon, he 
would be able to maintain his destiny by operating upon indigent ward patients, 
awaiting the time when his private practice would keep him busy. With the 
number of indigent patients dwindling and private patients largely unavailable 
to him, both he and society suffer from an acute and often prolonged period of 
professional and economic unproductivity. It is certain that little enough is done 
to make academic medicine attractive, and often only those with independent 
means or the toughest of motivations survive to enter the academic phase of 
medicine. Medicine of the future needs able teachers, and at present we are 
too successful in cutting the supply off at the source. How can medical service 
plans be made sufficiently attractive and flexible to insure that our brightest 
young physicians and surgeons will elect careers in teaching hospitals? 


CONCLUSION 


By way of conclusion to this brief résumé of my thoughts concerning the 
setting of clinical teaching, I would suggest that the setting of clinical teaching 
is important. I would urge that attention be directed not so much to the obvious 
in bricks and mortar, but to the more subtle socioeconomic changes that are 
taking place and that are clearly affecting our supply of teaching patients and 
teachers. Our important problems lie in detecting those changes early enough 
to be able to turn them to the advantage of clinical teaching and, not as in the 
case of health insurance, permit them to become a serious handicap. 

All social institutions survive on the ability to compete successfully for sup- 
port. Too long has clinical education been lulled into the belief that its resources 


are inexhaustible, that teaching patients and teachers will always be available. 
It is clear that if teaching hospitals are to survive, they must accept the challenge 
to compete with the private practice of medicine and surgery, not only for pa- 
tients but for teachers as well. Success, I believe, will depend upon the attrac- 
tiveness and flexibility of medical care and medical service plans. 


CHAPTER 5 


Two Views of the Teaching Hospital 


A. Relationship of a University to a Teaching Hospital 


BY Quicc NEWTON 


President and Professor of Law 
University of Colorado 


T WAS A GREAT honor to be invited to participate in the 1958 Teaching Institute 
I of the Association of American Medical Colleges. Having had the privilege of 
serving as a member of the Commonwealth Fund Board for some years and, for 
a shorter time, as an officer of the Ford Foundation, I have had some oppor- 
tunity to follow developments in medical education and my friendship and 

association with Dr. George Packer Berry has enablea me to discuss many of 
' these exciting developments with him. Not the least of these has been the series 
of Teaching Institutes sponsored by the Association of American Medical Col- 
leges, a major stimulus for which was Dr. Berry’s imaginative and foresighted 
Presidential Address before the Association of American Medical Colleges in 
1952. 

My direct and intimate contact with the enterprise of medical education began 
in 1956 when I assumed the presidency of the University of Colorado, Our medi- 
cal school, like so many others, has been undergoing vigorous development in the 
years since World War II ended, and I should like here to acknowledge the key 
role that my predecessor, Dr. Ward Darley, now Executive Director of the Asso- 
ciation of American Medical Colleges, played in the progress recorded at our 
medical center. 

In the two years I have been at the University of Colorado I have attempted 
to familiarize myself with as much of the actual operation of a medical school as 
possible in order to lend effective support to our faculty in their endeavors, but 
it goes without saying that one can only skim the surface in such a short space of 
time. Consequently, when first invited to address the 1958 Institute on the topic 
of the relationship of a university to its teaching hospital, I questioned whether 
one so relatively new as a university president should accept this important 
assignment, but 1 accepted in the hope that a fresh point of view might con- 
tribute something to the over-all discussion. This paper, then, is an attempt to 
examine the relationship between the University and the teaching hospital as I 
see it. 


UNIVERSITY RESPONSIBILITY 


It goes without saying that the university which accepts the significant re- 
sponsibility, both financial and educational, of conducting a medical school as- 
sumes the obligation of providing adequate physical facilities for the operation 
of its educational enterprise. Just as we are obligated to provide our basic 
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science departments with the laboratory and teaching space necessary for the 
creation of a superior, stimulating educational experience for students in the 
first two years of medicine, so are we obligated to provide comparable ‘clinical 
laboratories” and teaching space for our students in the clinical years. These, of 
course, are primarily in the third and fourth years of the curriculum, but it is 
apparent that current trends are directed toward bringing medical students into 
contact with patients even in their first year. 

From the university’s point of view—or more exactly its financial point of 
view—the operation of a medical school represents a major problem. I need not 
emphasize to this group that medical education is far and away the most expen- 
sive single program carried on by a university. Figures collected by the National 
Fund for Medical Education suggest that those universities which operate medi- 
cal schools devote between 25 per cent and 45 per cent of their budgets to this 
particular endeavor. 

In terms of the number of students educated, particularly in a large univer- 
sity such as ours, the per capita expenditure for medical students is far out of 
proportion to that for students enrolled in our other schools or colleges. But this 
is a fact of life and one that certainly will not change in the foreseeable future. 
The University must dedicate itself to education of high quality and must strive 
to prevent financial considerations from interfering with excellence. In the real 
world our objectives may have to be modified because of practicality, but we 
must never let them be subverted. Consequently the university that elects to 
operate a medical school must face up to the disproportionate demands it will 
place on the institution’s budget. 

Having dealt with certain basic concepts regarding the university's role in 
supporting medical education, let us turn our attention now to more specific 


details pertinent to the teaching hospital—our clinical teaching laboratory. 


Types of teaching hospital arrangements 


In this country the teaching hospitals of the several medical schools fal! into 
one of a number of categories (see Tables 5.1 and 5.2). In some instances the 


TABLE 5.1 


MEDICAL SCHOOL UTILIZATION OF VARIOUS 
TYPES OF TEACHING HOSPITALS 


(Participants group) 


Utilization of each Students on setvice 
type teaching at each type 
hospital teaching hospital 


Average N of Average 


N of schools N of 
Type of hospital i hospitals responding students 


University 11 (41) 89 
County-Municipal 

(tax supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Health departments 
Veterans 
Military 
Other 


one 
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TABLE 5.2 


MEDICAL SCHOOL REPORTS OF SCHOOL- 
HOSPITAL AGREEMENTS 


(Participants group) 


% of 


cited 
Type of agreement with school hospitals 
Formal written agreement subject to periodic renewal 10 
Formal written agreement for an indefinite pe.‘od 25 
Mutual understanding between medical school and 
hospital (no written agreement) 62 
Cther 3 
N of hospitals cited by schools (379) 


university owns and operates its own hospital. This arrangement obtains at the 
University of Colorado and at a number of other state universities. A second 
arrangement is one in which the teaching hospital is not owned by the university 
but rather exists in symbiotic relationship with the medical school. 

In many of our private medical schools separate governing boards control re- 
spectively the medical school and the teaching hospital, but the medical school is 
assigned the responsibility for all professional services within the hospital. In 
essence the hospital, despite its separate board, operates in the strictest sense as 
a university hospital. It should be noted that in some instances an interlocking 
directorate permits especially effective and cooperative operation. 

Another arrangement has to do with the use of municipal or state institutions. 
Most of the medical schools in our larger cities use, to a varying extent, the city 
hospitals therein. In some instances responsibility for professiona! services is 
delegated to the medical school, whereas in others lack of clearly defined lines of 
authority in professional matters may interfere with the university’s teaching 
effort as well as with the care of patients. 

Then there are those schools that use the facilities of private hospitals not 
closely associated with the school of medicine concerned. Here certain services 
within the hospital may be available for teaching but to a variable extent. Final- 
ly, hospitals operated by the Veterans Administration, the military, or those de- 
voted to special kinds of illness may be used to greater or lesser degree. 

In the foregoing, I have drawn heavily from the data compiled in preparation 
for this first Institute on Clinical Teaching to summarize the types of hospitals 
used by our medical schools. At this point I should like to express my admira- 
tion for Dr. Helen H. Gee, Director of Research for the Association of American 
Medical Colleges, and her colleagues for the monumental task of collecting and 
analyzing this great volume of material. I have no doubt that it provides an 
important and unique picture of many facets relating to the background and 
status of clinical teachers and of clinical teaching programs. 


HOSPITAL—UNIVERSITY RELATIONSHIPS 


It is now proper to turn our attention to the question of defining further the 
proper relationships between the university and its so-called major teaching hos- 
pital (or hospitals) wherein the bulk of clinical teaching takes place. It seems to 
me paramount, from what I have already said in regard to the university’s obli- 
gation to provide an adequate clinical laboratory, that the key here is proper 
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TABLE 5.3 
HOSPITAL REPORTS OF MEDICAL SCHOOL CONTROL 
OVER APPOINTMENT OF TEACHING STAFF 
(Hospital group) 


School contro! over 
appointments in 
each type hospital 
N of 


Type of hospital hospitals* 


University 
County-municipal (tax-supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (protit) 
Specialty 
Veterans 
Military 
Other 
Type not indicated 

All types 


* There was a 2 per cent no response for specialty hospitals and a 14 
per cent no ra ge for other hospitals, hence the percentages of these 
two do not add to 100 per cent across 


university control. Here and in the ensuing discussion the reader’s attention is 
directed to Tables 5.3-5.5, which report fact and opinion on school vs. hospital 
control. 

We can perhaps draw an analogy between our educational program in the 
medical school and a program in a different division of the university; in both 
cases the essence of the matter is that responsibility for the nature of the educa- 
tional program must rest with the faculty. For example, in our English depart- 
ment the University selects its faculty members, and then the courses offered by 
the English department are planned according to faculty design and offered un- 
der conditions they feel are most conducive to a stimulating educational experi- 
ence. 

Similarly, in the basic sciences in medical school the educational programs are 
outlined by the faculty and are under their direction in a very active way. In the 
clinical years the same set of circumstances must obtain. We have long since 
reached a point where the importance of a full-time nucleus in the clinical de- 
partments has been recognized. The University’s responsibility is, therefore, 
clear-cut: third- and fourth-year students must be provided with an educational 
setting that promises them a stimulating opportunity comparable to that which 


was theirs in the undergraduate college and in the first two years of the medical 
school. 


TABLE 5.4 


CONTROL DESIRED BY DEANS OVER APPOINTMENT OF 
NEW STAFF MEMBERS AT TEACHING HOSPITALS 


(Dean group) 


% of deans 


U.S. schools only 


Desired degree of 


All 
control by school 


Private Total schools 


No control 0 


Less than the hospital 
As much as the hospital 
More than the hospital 
Complete control 
No response 

N of deans 


0 
6 
20 
73 


1 
(70) 


in 

98 2 (42) 

12 (58) 

oo 40 (103) 

42 58 (12) 

50 4) 

59 49 (51) 

88 12 (51) 

33 67 (6) 

50 6 (14) 

0 1) 2) 

71 28 (344) 

0 
0 0 0 
3 8 6 
13 26 21 
81 66 72 
3 0 1 
(31) (39) |_| (81) 
50 


TABLE 5.5 


OPINION OF DEANS ON CURRENT CONTROL OVER 
APPOINTMENT OF NEW STAFF MEMBERS 
AT TEACHING HOSPITALS 
(Dean group) 


* of deans responding on current 
staff appointment control 


Satis Unsatis- Not used 


Type of factory factory for No 
hospital control control teaching response 


Tax-supported schools (N = 36) 


University 75 0 
County-municipal (tax) 47 17 22 14 
Voluntary (nonprofit) uM 8 25 36 
Community (nonprofit) 17 
Proprietary (profit) 0 3 53 44 
Specialty 36 11 7 
Health depts. 17 11 33 9 
Veterans gS ; 6 
Military 3 0 50 47 
Other 14 0 x 78 
Privately supported schools (N = 45) 
University 56 4 18 22 
County-municipal (tax) 55 22 16 7 
Voluntary (nonprofit) 42 18 24 16 
Community (nonprofit) 11 16 46 27 
Proprietary (profit) 4 7 60 29 
Specialty 40 13 a1 16 
Health depts 16 7 48 2 
Veterans 69 13 7 11 
Military 7) 9 58 24 
Other 4 4 11 $1 
All schools (N = 81) 
University o4 2 15 19 
County-municipal (tax) §1 20 19 10 
Voluntary (nonprofit) 47 13 25 25 
Community (nonprofit) i4 12 4s $1 
Proprietary (profit) 2 5 57 46 
Specialty 48 12 25 25 
Health depts 16 9 42 33 
Veterans 76 9 6 9 
Military 6 5 34 45 
Other 2 10 


University and private hospitals 


Obviously if the teaching hospital, like the medical school, belongs to the 
university and is under control of its governing board, it is not hard to develop 
a setting that affords clinical teachers a milieu comparable to that given pre- 
clinical teachers. The university that operates its own hospital does so precisely 
and primarily in order to provide such a setting, and where such a setting 
exists, a high quality of patient care will be the inevitable result. 

This is not to say that the university should or must own its own hospital, for 
in this country a number of our outstanding medical institutions, and particu- 
larly some of our leading private medical schools, have existed for many years in 
a happy relationship with private hospitals with separate boards. In each in- 
stance where a high standard of medical education has resulted, control of pro- 
fessional services has been assigned to the medical school, the several clinical 
department heads serving as chiefs of their respective services in the hospital. 

The value of the cooperative undertaking to each of the two participating 
parties has long been accepted, and superior medical education as well as patient 
care have been carried on under these circumstances for years and years. For 
example, the Harvard Medical School and its affiliated hospitals, all of them 
with separate governing boards, have recently joined to form the Harvard Medi- 
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cal Center in recognition of their common interests in high-quality medical edu- 
cation and service. The great tradition established in Harvard medical education 
has developed by virtue of a happy relationship between the medical school and 
its teaching hospitals; this bears witness to the fact that ownership of a hos- 
pital by the university is by no means necessary to educational control of pro- 
fessional services. 


Municipal hospitals 


When we come to consider in somewhat more detail the relationship between 
the university medical school and the municipal hospital, more variation is found 
than in the case of the two previous examples discussed. As I said earlier, many 
of our medical schools, perhaps all of those situated in large cities, maintain 
relationships with the municipal institutions in their community. 

In some instances, as in Atlanta, Georgia; Cincinnati, Ohio; and Seattle, 
Washington, the municipal hospital constitutes the major teaching hospital of 
the medical schools located in the community. The working relationship between 
such municipal hospitals and the medical schools, whether public or private, may 
be just as close and happy as in the case of some of the private hospitals and 
private medical schools previously mentioned. In other instances, complications 
arise because of the duality of control. If a municipal hospital is to serve effec- 
tively as the major teaching hospital for a medical school, the medical school 
must assume responsibility for professional services in the hospital. 

Unless the medical school faculty is in a position to organize and direct both 
the educational program and the professional services, it can neither meet its 
obligations to its students nor provide the highest quality of patient care. When 
the relationship between the municipal hospital and the medical school is a satis- 
factory one, it follows that an important by-product is a far higher level of pro- 
fessional service for the citizens of the community, many of whom are indigent 
and would otherwise be unable to obtain good quality medical care. 


Loose affiliations 


In the situation where the university neither owns its own hospital nor main- 
tains a close working relationship with a separately governed hospital, the acqui- 
sition of adequate clinical facilities poses a serious problem. Medical schools are 
frequently asked why they cannot use existing hospital facilities in the com- 
munity, rather than build their own hospital or require a clearly defined rela- 
tionship wherein the medical school assumes major professional control. 

From what I have already said, I think it is quite clear that it is not possible 
for the university to meet its obligation in providing for its faculty and student 
body the appropriate educational milieu when only a loose affiliation exists be- 
tween a hospital and a medical school. Adequate laboratory facilities for the 
students, sufficient teaching areas, and proper clinical material are almost in- 
variably wanting in such circumstances: But more important, there is often 
serious disparity between the objectives and attitudes of the university faculty 
on one hand and the hospital staff on the other. Whereas it is true that the stu- 
dents may be able to go through the motions of studying clinical medicine, it is 
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doubtful that they will continue their educational development in the most de- 
sirable fashion. 


UNIVERSITY OBJECTIVES 


Having outlined certain salient points with regard to the relationship between 
the university and its teaching hospital, let us censider briefly several aspects 
of this relationship in terms of the university’s objectives. We have already 
alluded to a fact with which no one here would find fault, namely, that medical 
education must be directed toward excellence—good university education. But 
education, and particularly medical education, is a dynamic process. 


Experimentation and progress 


All of us are aware of the considerable ferment which now characterizes 
medical education. The important experiments being carried on at such institu- 
tions as Western Reserve, Johns Hopkins, the University of Vermont, the Uni- 
versity of Florida—to name only a few—will undoubtedly contribute significant- 
ly to progress in medical education. No one would take the position that any 
one of these programs will provide the pattern upon which future medical edu- 
cation is to be based entirely. Yet it is well recognized that change, not for 
change’s sake per se but for the sake of progress, is essential if we are to move 
ahead. 

How can we expect those members of our faculty in the clinical departments 
to study new approaches to clinical teaching unless they are given the oppor- 
tunity and the setting that will make it possible to conduct such experiments? 
Once a new approach has been examined and agreed upon by a faculty, it is 
important that the faculty be able to implement it. This can be done in the 
teaching hospital if proper relationships exist between it and the university. 
Again, I would emphasize that this does not infer that the university must own 
the hospital, but the interrelationships of the two institutions must be such that 
mutual confidence permits of such experimentation. 

The changing nature of our society, and particularly the decrease in indigent 
patients as they formerly existed, has necessitated a fresh look at clinical teach- 
ing. It is the university’s responsibility to provide in this changing setting a con- 
tinual supply of adequate teaching material. In order to do so, the university’s 
relationship to its major teaching hospital must be such as to permit careful 
analysis of the individual problems as they exist, and thoughtful development of 
a solution that will continue to meet the medical needs of the community and 
at the same time provide the essential teaching laboratories for clinical medicine. 


Improving faculty salaries 


Earlier I referred to the high cost of medical education. It is well known that 
all teachers in this country are underpaid, not only in our universities but in our 
secondary and primary schools as well. Medical school salaries for the most part, 
though better than those in the colleges, are still far below the levels at which 
they should be set. A major portion of the cost to the university of conducting a 
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medical school resides in money needed for academic salaries. (For information 
on the medical school’s share in salary and other costs of a clinical teaching pro- 
gram, see Table 5.6.) How is the university—be it publicly or privately sup- 
ported—to meet the demand for higher salaries, for salaries that are adequate? 

Preceding the 1958 Teaching Institute, participants received from the Plan- 
ning Committee a copy of Augustus J. Carroll's important monograph, 4 Study 
of Medical College Costs.’ This extremely well-done review of the problem of the 
cost of medical education affords a great deal of valuable information. Mr. Car- 
roll discusses in some detail the plans whereby fees derived from patient care 
may be used for the support of faculty salaries. Here is an important source of 
revenue for this purpose, and one that should be utilized, provided that ade- 
quate safeguards against exploitation, either by the university or the faculty 
members, be set up. It is well recognized that in caring for their own patients 
clinicians may further their own professional development and attract to the 
institution patients valuable to the teaching program. 

This is not the time to discuss the several plans for augmentation of faculty 
salaries by clinical practice income; it is a complicated subject and one that 
provokes spirited reactions on the part of varying interested groups. But there 
can be no question that the changing ecology of our patients, resulting primarily 
from the increase in various kinds of insurance, makes it apparent that those of 
us who have not done so must in the years ahead face up to the problem of clini- 
cal practice by medical school faculties. When an equitable solution is worked 
out, the university and its faculty will gain from a financial point of view, but 
not at the expense of the educational program. 


Developing student values 


I have one other major concern with respect to the university and its teaching 
hospital. This concern has to do with our role in nurturing in our students a 
proper sense of values and an understanding of the responsibility of the educated 
man in our society. In some respects the university has a remarkable opportunity 
to contribute significantly by encouraging in its students the development of 
their character, their sensitivities, their interest in social problems, and their 
appreciation of the complexity of life in this challenging but frightening age. The 
medical student—being a graduate student and hopefully a more mature person 
than an undergraduate—should already have developed a sense of values which, 
when further refined, should enable him to serve the fine traditions of medicine. 
And yet one cannot help but wonder if he is developing these values. 

At last year’s Teaching Institute I understand there was considerable discus- 
sion of studies which suggest that medical students, in contrast to those enrolled 
in law or nursing, become more cynical as they move through the four years of 
the medical curriculum.* These findings are not inconsistent, I fear, with the 
view of many thoughtful people that the present-day physician, though scien- 


1 Published by the Association of American Medical Colleges, Evanston, Illinois, 1958 


“See Eron, Leonard D. “The Effect of Medical Education on Attitudes,” in The Ecology of 
the Medical Student (Evanston, IMlinois: Association of American Medical Colleges, 
pp. 25-33 
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tifically very able, has lost or has not acquired many of the desirable nonscien- 
tific attributes that characterized the physician a generation ago. He is believed 
to be excessively concerned with economics, less interested in serving mankind 
altruistically, and prone to get involved in controversies where his point of view 
is self-centered rather than community-centered. 

The question I would like to raise is this one: Have we failed in our teaching 
hospitals to create the kind of setting that should characterize a university? In 
other words, is the teaching hospital providing a basically vocational setting 
rather than a truly educational one? Put another way, have we developed in our 
teaching hospitals an atmosphere that encourages the development of undes‘r- 
able attitudes and values in our students? If this is the case, must we not address 
ourselves vigorously to this crucial problem? 


SUMMARY 


In summary, it seems well to re-emphasize the obligations of the university, 
once it establishes a medical school, to provide the proper clinical teaching 
facilities for its faculty and students. The university must recognize the financial 
demands attendant on the operation, either directly or indirectly, of a first-class 
teaching hospital. Conversely, the teaching hospital that does not belong to the 
university, but elects to work in close cooperation with a university medical 
school, must recognize its obligations in making available to the medical school 
the proper medium for the educational process. The benefits to the hospital in 
terms of high-standard medical care are well documented. In the last analysis, a 
successful undertaking can only be achieved when cooperation is of a high order 
and the over-all objectives of medical education are placed in the forefront. 


B. Hospitals and Clinical Teaching 


BY Ceci, G. SHEPS 
Clinical Professor of Preventive Medicine, Harvard Medical School 
and General Director, Beth Israel Hospital, Boston 


HEN YoU SURVEY the problem of clinical teaching and the hospital, what 
W you see depends on whose eyes you use. The best illustration of what 
this can mean, I think, was given by an observer of the American scene who 
described the various ways the press would view a story. If we were to learn, 
he said, that on the morrow the world was going to come to an end through a 
brush with a rather large comet, the press that day would read something like 
this: The New York Times would say, “World to End Tomorrow,” and the sub- 
title would be, “Stock Prices Tumble to Record Lows”; the Journal-American, 
however, would have a headline that would read, “Big Bang Tomorrow, World 
Series Off"; The Daily Worker would say, “Capitalistic World Doomed,” and 
the subtitle would be, “Soviet Union Trims Its Five-Year Plan”; The Chicago 


Tribune would say, “Roosevelt Planned World’s End at Yalta,” and the subtitle 
would be, “McCormick Bomb Shelter to Get Acid Test.” 

And so when you sit in the chair I occupy a large part of the time, you find 
that the problems of clinical teaching in a hospital range all the way from de- 
mands for parking space for faculty and students, through irritation and despair 
at the state of nursing service, to frustration on the part of the nursing service 
because of insistence upon evening ward rounds, to such continuously crucial 
problems as the increasing scarcity of surgical material. 

I suppose this is the reason that the definition of a hospital administrator that 
I find most suitable is the one that says he is a soft, indestructible automaton, 
designed by nature to be kicked around when something goes wrong. Perhaps 
this is also why it is said of this hybrid group of people that they are of a type 
who don’t reproduce themselves and almost all go to hell. 

As a hospital administrator, | am going to try in this paper to review rapidly 
some of the important changes in medicine, in society, and in medical education 
and hospitals. I shall underscore the definition and the description of the teach- 
ing hospital that Mr. Newton gave you, and then I shall proceed to outline what 
appear to me to be five important problems, issues, challenges, or opportunities 
that I think are basic to continuing progress in medical education in America. 

At the 1958 Teaching Institute Dr. George Packer Berry referred to a Dr. 
Bigelow’s question to President Eliot of Harvard: “Why should change be made 
when everything is so prosperous and quiet?” Since today the field of medical 
education is neither prosperous nor quiet, the question does not even need to be 
asked. 


Medical care needs and resources 


There probably never has been a time in the history of man when there was 
more interest than there is at the present time in health—in one’s own health, 
the health of one’s neighbor, the nation, and the world as a whole. Miracles are 
expected of medicine, and miracles are often performed. A few years ago the 
Lynds in their book Middletown’ pointed out that it wasn’t very long ago that 
you would hear something like this said, “Isn’t it a pity that the Lord called 
little Mary Kelly so early?” Whereas what you hear now is: “Why didn’t they 
call a specialist sooner?” 

We all know of the changes in the health problems that face us, changes that 
come about as a result of progress in medicine and the greater relative prevalence 
of chronic disease. This situation gives greater importance not only to learning 
how to make a diagnosis in a how-to-do-it fashion, but to learning how to manage 
the patient, his disease, and his environment so as to help people live in the most 
effective way within the framework of their disabilities. As a result, a much 
broader concept of medical care responsibility has developed, ranging from pre- 
vention, through diagnosis and treatment, to rehabilitation. The increasing im- 
portance of the problems of patient management places greater emphasis upon 


1 Lynd, Arthur S. and Helen M. Middletown: A Study in Contemporary American Culture 
(New York: Harcourt Brace, 1929). 


57 


the need to develop medical care that is comprehensive and that provides for 
continuity of responsibility. This has implications for education, I think, as well 
as for programs of care. 

Advances in the field of medicine have increased the need for physicians 
rather than decreasing this need. The number of physicians has risen 58 per cent 
since 1900, but the number of nurses has risen almost 4,000 per cent. Whereas 
the physician represented 3 out of 5 professional health people in 1900, he is 
now | out of 5. There is convincing evidence that the load carried by the physi- 
cian, in terms of the number of patients he sees, has increased tremendously. 
The work of the hospital has also increased. For example, at the Beth Israel 
Hospital in Boston in the 20-year period from 1932 to 1952, the number of 
patients treated per bed per year rose from 19 to 35. 

Frequent reference has been made by Institute participants to other important 
changes such as the development of health insurance, which now covers 70 per 
cent of the population, and the development of other programs which provide 
millions of people with medical care, e.g., the Veterans Administration, certain 
union programs, and Medicare. 

In terms of medical care responsibilities presently held by many medical 
schools and teaching hospitals, what is even more immediately significant, I 
believe, is the increasing extent to which local, state, and federal governments 
are undertaking to pay for the care of welfare cases, individuals who are for one 
reason or other receiving assistance from the government. 

The recent trend has been that hospitals, and medical care programs generally, 
depend less and less upon private philanthropy and more and more upon col- 
lective support, be it the Veterans Administration or government in some other 


way, or be it Blue Shield-Blue Cross, or some other insurance program. In one 
institution, the Beth Israel Hospital, the amount of money in dollars con- 
tributed to the hospital through philanthropy has remained essentially the 
same, but the proportion of such funds in the increasing total budget of the 
hospital has diminished in five years from approximately 20 per cent to 10 per 
cent. This is an illustration of what is happening generally. 


Medical education 


Other Institute speakers have suggested that if teaching programs are going 
to continue to function in hospitals within the framework of medical care, they 
must make arrangements to fit into the mainstream of the way in which medical 
care is given and paid for in America today and tomorrow. When there is a 
significant drop in the proportion of the population that receives medical care as 
indigents through private philanthropy in hospitals—when this pattern changes, 
as it surely is changing—then certainly educational programs that are dependent 
on this arrangement need to take stock and see what changes they have to make. 

Effective planning for the education of professional medical personnel re- 
quires that we estimate what the need for such personnel will be in the future. 
Our needs are increasing, not only because of the continuing growth in popu- 
lation, not only because of the widening dimensions of medical knowledge and 
its effectiveness, but also because of the social trend in Western society which 
demands that services be made available to people. In a recent issue of the 
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Journal of American Medical Education, Perrott and Pennell estimate that in 
order to have a ratio of physician to population by 1975 similar to the one that 
existed in 1955 (131 per 100,000) it would be necessary to establish some 20 
new medical schools.* This has clear implications, underlining the urgency of 
our need to look carefully again at the matter of clinical experience, the frame- 
work of care within which students are going to learn. 

The specialized character of medical education, as contrasted with other types 
of higher education, is the fact that it not only requires classrooms and labora- 
tories, but hospitals and clinics. The form of medical education in America varies 
a great deal among the different schools, but there is one primary characteristic 
that does not vary. So far as his clinical education is concerned, the place where 
patients are given care is the laboratory in which the student learns. 

The relationships between medical education and medical care have gone 
through various phases in America. In the days of the preceptorship, medical 
education was incidental to medical care. In the days that followed, the days of 
the proprietary schools, medical care was incidental to didactic medical educa- 
tion. After the Flexner Report, medical education and the patient were united. 
In discussing this return to the patient, Flexner said that the student “. . . is 
relying no longer altogether on the senses with which nature endowed him, but 
with those senses made infinitely more acute, more accurate and more helpful 
by the processes and instruments which the . . . (previous) half century’s prog- 
ress of medicine has placed at his disposal.”* This was his basis for returning 
the student to the hospital and to the patient. 

Putting the student into this position has changed the two-way patient-teacher 
relationship into a three-way relationship: the patient, the teacher, and the stu- 
dent. Most of us subscribe to the notion that the most effective teaching is that 
which provides the student with a great deal of responsibility, accompanied by 
adequate supervision. Observation and the care of patients is the core, then, and 
it is important for the programs of medical education that this be adequate in 
quality and in numbers. 

There are some medical schools that complain they have too many patients 
and find it difficult to maintain a high quality of patient care. This, I believe, is 
something that they ought to be able to do something about perhaps more easily 
than those who find that they do not have enough patients. 


The teaching hospital 


The hospital has changed a great deal in recent years. A lot of water has gone 
under the bridge since the time when nurses and orderlies worked for a pittance, 
when interns were really laboratory technicians, when the local merchant brought 
his unsold produce Saturday night to the back door of the hospital, when social 
workers were volunteers, and when patients had their backs rubbed by nurses. 


2 Perrott, George St. J. and Pennell, Maryland Y. “Physicians in the United States: Pro 
jections 1955-75," J. Med. Educ. 33, 1958, pp. 638-44. 


* Flexner, A Medical Education in the United States and Canada; A Report to the Carnegie 
Foundation for the Advancement of Teaching (Bulletin No. 4, 1910), p. 20 
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Hospitals are now big business, the sixth largest enterprise in the nation. 
Hospitals, as is often said, are more than bricks and mortar, they are more than 
personnel. They have a quality, a personality, a spirit that is related not only 
to the personality, the character, the effectiveness of a handful of professional 
leaders in each of them, but rather to the kind of program of care and education 
and research that these hospitals carry out. 

Trends in medical practice have, of course, greatly affected hospitals. The 
need for professional and technical teamwork, which is so much more readily 
available in hospitals, has built up a team situation in teaching hospitals. On 
the other hand, group practice is developing and some of the groups are settling 
down in hospitals themselves. I am not going to try to take the role of the sooth- 
sayer and describe the hospital of tomorrow. You can read wonderful stories of 
its gleaming corridors and such automatic equipment as beds suspended on 
monorails, beds that even have a plastic capsule cover so that there will be no 
danger of the patient falling out. I am sure some of these things will happen, 
much more sure than I am of the kind of development in terms of organization 
of service and its relationship to education, which I think is indicated. 

The teaching hospital, it seems to me, is, or should become, the exemplar of 
the organization through which service to patients, certain types of research, and 
technical education can be provided. The hospital itself has changed its character 
from being simply a place where the acutely ill are treated to being a place that 
facilitates the treatment of a broader spectrum of disease, not only within the 
walls of the institution but extending out into the community. 

It seems to me that the physician needs to be prepared to understand how he 
articulates with his community and its various resources and programs. He does 


not practice in a vacuum. He practices in relation to the work of other profes- 
sional people in medicine and other professions, and he needs to know how to 
work most effectively in this situation. It does not necessarily follow that the 
best setting for realizing the learning objectives of medical education needs to 
be completely identical to his future professional practice—a sort of mirror image 
of the conditions or clientele. As a matter of fact, if the setting were completely 


TABLE 5.7 


DEPARTMENT HEAD REPORTS OF STUDENT RESPONSIBILITIES 
IN THE OUTPATIENT DEPARTMENT 


(Department head group) 


™ of department heads citing usual 
+ of department heads citing use frequency of student visits 
of student notes on outpatients with outpatients 


Impor- 
Almost tant Supple F re N of 
entire partof mentto Nore One one follow- No re- dept 
Type of hospital record record record sponse visit visit up sponse heads* 


University hospital 2 f (197) 
County-Municipal hospital ; (164) 
Voluntary hospital 1 : 45 (100) 
Community hospital ; (47) 
Proprietary hospital (6) 
ne ialty hospital 2 5 (79) 
Health departments 2 7 (25) 
Veterans hospital 72 (111) 
Military hospital : : 2 5 (8) 
Other 7 7 (9) 


* Percentaxes for each type of hospital are based on number of department heads indicating it is used for teaching 
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TABLE 5.4 
MEDICAL SCHOOL OPINIONS ON THE VALUE OF HOME-CARE PROGRAMS 


(Participants and dean groups) 


Endorsement of statements on home care program 
Participants 


of of un 
favor favor- > of 
able able total 
Pro and con statement group group sample 


Increases awareness of the environmental aspects 
of disease 

Increases the awareness of the economic aspects 
of medicine 

Increases experience of student with greater 
variety of diseases 

Increases amount of practical experience 

Increases experience with ‘*common”™ types of 
diseases 

Helps recruitment for rural practice 

Helps recruitment for general practice 

Provides opportunity to judge value of conti 
nuity of medical care 

Increases appreciation of problems of chronic 
disease 

Develops independence and respnsibility in 
the student 

Increases awareness of impact of illness on the 
family 

Improves medical school public relations 

Provides intellectua! stimulation for supervisor 

Enhances prestige of supervisors 

Derogates scientific approach to medicine 

Interferes with time requirements for major 
medical school objectives 

Leads to assumption of rsponsibilities for 
which student is unprepared 

Develops superficial approach to history tak 
ing, physical exams, and/or clinical problems 

Encourages satisfaction with superficial a; 
proach to medical problems 

Encourages students to set low ceilings on their 
goals and aspi 

Decreases desire to enter general practice 

Creates ill will on part of practicing physicians 
not involved in the program 

N 


identical and he were asked to work at it at the same pace as the accomplished 
practitioner does, this would certainly be a poor learning experience for him. 
There has been a lot of ferment about the educational possibilities of the out- 
patient department (see Table 5.7 and the section of tables in the Appendix). 
Should this be a third-year or a fourth-year experience? Is it more or less re- 
sponsible work? There are many who think that the problems of working with 
patients who are ambulatory are in some ways much more difficult than the 
problems of the patient who is lying between clean sheets in a hospital bed. 
There is a diversity of opinion on home-care programs too, as can be seen in 
Table 5.8. It seems to me that the first and most important criterion for the 
judgment of a home-care program is whether this is a good method of care for 
some patients in that community. If a program has its place, and plays an im- 
portant role in the care of patients in the community, it is possible, and in my 
opinion more than likely, that it will also be useful in the education of students. 
But one must decide what it is we want them to learn, and how long it takes 
for them to learn this, and what kind of supervision will be given. This is why 
some hospitals have developed a home-care program, one that makes sense in the 
community, and then have exposed students to it for short periods of time as part 
of their normal experience in their clinical clerkship in medicine. There are, of 
course, many other agencies and programs in the community that have an im- 
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TABLE 5.9 


DEPARTMENT HEAD REPORTS OF STUDENT RESPONSIBILITIES WITH 
PRIVATE PATIENTS AND WITH SERVICE PATIENTS 


(Department head group) 


Department heads indicating average* amount of experience 
students have with patients 
Obstet- Preven- 
tive sychi- All 
Medicine y Surgery Depts. 


Activity performed 


by students N Av® N Av. N Av. N Av. N Av. N Av. N Av. 


Private patients 

Doing routine blood counts 

and urinalyses 5 13 
Performing minor diagnostic 

procedures 
Performing routine surgical 

dressings 
Assisting at operationson pa- 

tients assigned to them 
Assistingatoperationson pa- 

tients not assigned to them I 11 
Starting intravenous infusions § . 18 
Writing orders 14 13 


Service patients 

Doing routine blood counts 

and urinalyses 26 $4 
Performing minor diagnostic 

procedures 
Performing routine surgical 

dressings 
Assisting at operations on pa- 

tients assigned to them 
Assistingat operationson pa- 

tients not assigned to them 39 7 4 
Starting intravenous infusions 69 3 1 70 
Writing orders 67 20 9 68 


* Averages are based on a scale where none = 1, little = 2, some = 3, and much = 4 


portant part to play in medical care and with which students need to be ac- 
quainted, but certainly the hospital is the clinical instrumentality of primary 
importance. This is where the primary emphasis needs to be. Student participa- 
tion in the care of the patient is the essential feature of clinical education— 
observation is not enough. Participation and responsibility are the reciprocal 
elements in good teaching. 

These considerations mean that we have to be clear about our goals in clinical 
education, that we need to develop mechanisms for reaching these goals and 
yardsticks by which to evaluate progress. One hears comments about what has 
been described as “wishful thinking about the use of private patients,” but 
arrangements for teaching with private patients can be made and, indeed, have 
been made in a number of hospitals (see Table 5.9). These arrangements vary 
a great deal. I am not sure to what extent such educational programs are effec- 
tive unless, here too, the student has real responsibility. 

Although the ward service is a place where the doctor gets prestige, the private 
service is where he obtains his livelihood. His attitude towards these two groups 
of patients may be quite different. He works as part of a team situation on the 
ward, whether he is ordinarily desirous of engaging in teamwork or not. On the 
private side, it seems to me the key question is: does the private doctor want a 
team or a retinue? I don’t believe it is enough to say that, if you have a good 
teacher with a high level of competence and a good attitude towards his patients, 
this will automatically provide good education for the student. The question of 
responsibility of the student remains to be dealt with effectively. 
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4 18 St 22 309 2.1 
7 13 50 24 258 1.8 
5 11 49 17 248 16 
i 14 50 17 299 5.3 
17 §3 27 331 28 
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15 S4 32 278 #24 
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§3 20 267 
18 55 328 
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The function of clinical education for medical students is not an additive 
function that the hospital simply assumes. It is something that changes the 
medical care program of the entire institution. The quality of the education is 
directly dependent upon the framework of patient service; the two are inter- 
dependent. They cannot be divorced, but rather need to be unified. The com- 
munity hospital will receive the most direct benefits in improvement of the 
quality of patient care when all hospital activities are directed toward providing 
the basis for professional education. 

What I am trying to do is to tighten up the working definition of a teaching 
hospital. This, from the point of view of the public, does not have to mean “a 
place in which you are experimented upon.” This can, and in some communities 
already has, come to mean a place that sets the best example for high-quality 
patient care, a place to which patients want to come because they think they 
will get better care there. It has been said that the teaching hospital is the con- 
science of the medical profession, providing a place in which questions may be 
asked by anyone concerned with the care of the patient, questions that must be 
answered if possible. 

It seems to me that such an atmosphere cannot but enhance the standards of 
care of the patients of any economic status, whether indigent or wealthy. Dr. 
Charles G. Child, III, has said (see Chapter 4), that medical schools and teach- 
ing hospitals have a right to compete with others giving medical care. I would 
like to suggest that we must in fact consider seriously whether we have the right 
to withhold this standard of care from the community in which we function. 


Issues and problems 


Five leading issues and challenges, I think, are the following: First, the matter 
of medical staff appointments, which Quigg Newton has referred to in Section A 
of this chapter. The history of medical education is marked with the signs of 
fierce battles on this question in many communities where the standards of the 
university have conflicted with the natural interest in self-perpetuation on the 
part of people who have seniority. And yet, although there have been some 
stalemates, there are many examples of superb collaboration. 

It is very heartening to have seen Augustus J. Carroll’s study,* and a few of 
the others, because we are now beginning to get down to the business of finding 
out about the real cost of education as such. The kind of teaching hospital that 
I have talked about has a responsibility in this connection too, as does its staff— 
the responsibility to see to it that the care is provided as economically as pos- 
sible, consistent with good standards. The professor of medicine who asks why 
a test was done, and not only why it was not done, serves both the community 
and the students in an important way. 

Clearly, teaching hospitals must carry out research programs, and these pro- 
grams are of the greatest importance (Tables 5.10 and 5.11). It does not follow, 
however, that any type of research program is useful in a hospital, or that the 
larger the research program, the better the education. The problem of balance in 


4 Carroll, Augustus J. A Study of Medical College Costs (Evanston, Illinois: Association of 
American Medical Colleges, 1958). 
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TABLE 5.10 
REPORTS OF DEANS ON AVAILABILITY OF RESEARCH 
FACILITIES AT TEACHING HOSPITALS 


(Dean group) 


> of deans in eath sup % of U.S 

©, of deans in each region citing port group citing hospital & Canadi 

research facilities an deans 
citing 

North South ‘ . hospital 

North- South Cen Cen ) research 

Type of hospital east east tral tral facilities 


hospital research facilities 


University 42 7 50 
County-municipal 
tax-supportec i7 
Voluntary (non 
protit 
Community (non 
profit) 
Proprietary (profit 
Specialty 
Health department 
Veterans 
Military 
(ther 
N of deans 


TABLE 5.11 
OPINIONS OF DEANS ON PRODUCTIVITY OF RESEARCH PROGRAMS IN 
DIFFERENT TYPES OF TEACHING HOSPITALS 


(Dean group) 


of deans citing productivity of res¢arch programs 


Fxcel No re No re 
Type of hospital Fair Good lent search sponse N of deans 
= 
Total dean group 
University 
County-municipal (tax-supported 


Voluntary (nonprofit 
Community (nonprofit 


ury (profit 
partments 
0 0 
Deans that indicated stude 
University 


County-municipal ‘tax supported 
Voluntary (nonprotit 


terms of quantity and time as regards research in a hospital is just as important 
as the problem of unduly excessive demands for medical care, which forces a 
faculty to sacrifice the opportunity to teach. The answer is not the same for 
each hospital. The answer to this question of balance is also, of course, not the 
same for a teaching hospital as it is for a medical school per se. Further infor- 
mation on research programs, as compiled through the pre-Institute question- 
naires, is shown in the Appendix tables. 

It was striking to me to discover that the problem of postgraduate education 
has reached the point now where there are more graduate physicians in the 
United States spending their full time in postgraduate education than there are 
students in the medical schools of the nation. Two years ago there were 31,900 
house officers. The house staff is a vital part of the factulty that directly and 
indirectly teaches the medical students. It seems to me, therefore, that in the 
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development of arrangements for teaching programs or affiliations with hospitals, 
the teacher who is given responsibility for the education program must also be 
able to exercise supervision over the service program, including the house offi- 
cers. Without this, he cannot control adequately the quality of the care that is 
given. 

The final issue | would like to mention concerns the scientific method in its 
application to the hospital as an organized program of patient care. The curric- 
ulum approach to the scientific method, although necessary, is not enough. Ask- 
ing for the use of the scientific method in the care of individual patients and the 
evaluation of programs of care for certain disease conditions is also important. 
To this can be added the work that the institution, as an institution, must do in 
applying the scientific method—because there is science in the application of 
science. 

Dr. Lester J. Evans, in writing about the university and medicine, said: “The 
principal site for patient care in the university is the hospital, which at the same 
time is a research laboratory in patient care and the community service institu- 
tion.”® Just as the clinician may evaluate the effectiveness of the drugs he ad- 
ministers to his patients, so must administrators and faculties and communities 
appraise the extent to which their programs of patient care achieve their avowed 
aims. 

Administrative research in medical care is of the utmost importance. Objective 
scientific analysis is needed to answer the many questions that present them- 
selves, and a start has already been made in this direction through funds pro- 
vided by the Public Health Service and such foundations as the Commonwealth 
Fund and the Kellogg and Rockefeller foundations. Through research the 
medical and social problems of chronic illness can be solved with programs 
that provide the desirable and logical balance of effectiveness and economy. 
These problems are very pressing. The fate of countless human beings hangs 
in the balance. | would say the fate of our present system of medical care is 
dependent upon the effectiveness and rapidity with which we can deal with 
these problems. 

In conclusion, it seems to me that we in medical education must consider these 
challenges in order that we can provide for the education of our replacements 
in the medical profession, so that we can meet the individual and national needs 
that lie in the problems that bring us to Teaching Institutes. I have talked about 
comprehensiveness and continuity. One can describe this in another way—that 
we need to tailor our programs to the recognition of the wholeness of man and 
the essential unity of health services. 

There is another element here: the cost, the inevitable cost. We can think of 
the cost to society because death is not prevented and human beings not restored 
to their full potential, or we can think of the actual outlay in order to prevent 
disease, to diagnose and treat efficiently and fully, and to rehabilitate the dis- 
abled. To achieve this we need not only the medical sciences but also the lessons 
that the social scientists are learning from the study of society. We must under- 


5 Evans, Lester J. “The University and Medicine,” J. Med. Educ. 32, 1957, pp. 564-72. 
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stand and then we must do. As Whitehead said, “The art of progress is to pre- 
serve order amid change and to preserve change amid order.” 

Even though the goals I have talked about are based upon scientific achieve- 
ment, the realization of these goals is really dependent not only upon science but 
also upon wisdom—the wisdom of our communities and the wisdom of the 
profession of medicine. 


— 


CHAPTER 6 


The Setting of Clinical Teaching as Seen 
by Institute Participants 


BY CuHarces G. Ill 


Professor and Chairman, De partment of Surgery 
University of Michigan School of Medicine 


N THIS SUMMARY I should like to begin and end upon a theme that recurred 
I consistently throughout the Institute discussions, and it is this: the people in 
the setting are more important than its bricks and mortar. Without intellectual 
and personal quality in students, house officers, and teachers alike, the best of 
settings is a woefully ineffectual medium for the production of high-caliber clini- 
cal teaching and learning. From time to time during our deliberations at the 
Institute, we did try to consider seriously some of the more mundane attributes 
of the teaching setting, such as libraries, laboratories, and housing facilities: 
we soon became impatient with them, however, wishing instead to concentrate 
on the more exciting elements of setting—the people in it. 


Teaching patients past and future 


In opening the discussion on setting (see Chapter 4), | had to admit that 
clinical teaching and learning take place in hospitals and in their many ancillary 
facilities and that hospitals are composed of bricks, mortar, and equipment. But 
I chose to pass over these lightly and to focus attention upon two vital attributes 
of setting—patients and teachers. Students were omitted with reluctance and 
only because time did not allow adequate treatment of their point of reference. 

My brief review of teaching patients of the past considered the fact that in- 
creasing socioeconomic adequacy is witnessing a rapid diminution in the num- 
bers of medical indigent upon whom medical education has so heavily de- 
pended in former years. Tuis trend, which is currently a source of problems in 
clinical education, is one that few would wish reversed, but it is evident that a 
searching look at the teaching patient of the future is in order. We must of neces- 
sity be concerned with the impact that medical care plans, hospital insurance, 
and phenomenal growth in the economic adequacy of patients has upon their 
availability for teaching and research. In the early 1940’s medical education was 
conspicuously absent from those institutions and agencies that were engaged in 
critical study of the effect of health insurance upon medical practice.’ Today 
medical education must be concerned with health insurance and medical care 
plans because their increasing effect on clinical education is becoming more and 
more apparent. An appropriate agency through which to express and to study 


1 Sinai, Anderson, and Dollar, Health Insurance (New York: The Commonwealth Fund, 
1946). See Chapter 3, “Attitudes of Professional, Government and Lay Groups.” 
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these concerns is quite obviously the Association of American Medical Colleges. 

I further suggested to Institute participants that if teaching patients are to be 
available and adequate in numbers and variety, we cannot expect them simply 
to fall into our laps as they have in the past. Clinical education would un- 
doubtedly be unwilling to give up its case system of teaching, but the availability 
of cases in the future may well depend upon the ability of our teaching hospitals 
to attract sufficient numbers of patients to satisfy educational needs. (See Tables 
A.75-A.85 in Appendix A for descriptive information on teaching patients.) 

The ability to attract patients will, in my opinion, depend upon only one 
factor—the excellence of medical care offered by the teaching hospitals. When a 
financially able individual is concerned about medical care for himself or a 
member of his family, he will surely seek attention at facilities that he believes 
to be the best. Hence, if the sick people of the future are going to turn automati- 
cally and in numbers to teaching hospitals for care, many of these institutions 
must be upgraded conspicuously. Among other things, plants will have to be 
renovated to achieve a position where, in the eyes-of the public, they are as 
attractive as our many community and private hospitals. 

I had the temerity to insist that medical education may have to enter into 
active competition with regional medical practice to assure an adequate flow of 
patients for clinical teaching. I even recommended that we become aggressive 
in this regard—aggressive in improving our facilities, in elevating our profes- 
sional standards, and in insisting upon our moral right to compete without prej- 
udice for patients among the practicing profession. On this point, let me quote 
from two recorders’ reports of their discussion groups, which are in the best 
Institute tradition of polarity of opinion: 


The provocative presentation by Dr. Gardner Child drew immediate and whole- 
hearted praise for the straightforward and farsighted views expressed. A common re- 
action was that his entire talk should be published in all state medical journals. 


Some of Dr. Child’s comments of the morning came under heavy attack, particularly 
those implying the need for aggressive competition with the private practice of 
medicine. 


Not all of the issues considered by discussants were of such a controversial 
nature. Indeed, with respect to many problems there was substantial agreement. 
Let us review the variety of aspects of the clinical teaching setting as participants 
saw them. 


The teaching hospital 


Naturally, the personality of teaching hospitals was widely discussed and, 
as anticipated, high caliber of staff was unequivocally agreed to be the deter- 
mining factor in the excellence of the teaching program. 

President Quigg Newton of the University of Colorado charged us all to 
examine the patterns of our teaching hospitals with an awareness of the presence 
of rising cynicism among our students and house officers (see Chapter 5, Section 
A). He raised the question of whether or not some practices of our teaching 
hospitals might be responsible for this. Emphasis on private practice, competition 
for economic survival, and concern with remunerative activities perhaps do not 


68 


constitute the most appropriate setting for introducing students to careers in 
clinical medicine and surgery. 

Problems in teaching hospitals seem to appear primarily where a medical 
school depends in large measure upon eleemosynary institutions. Here, politics, 
fiscal problems, civil service, pork barreling, and the like can be relied upon to 
present medical schools with perennial headaches. In private, voluntary, and 
charitable institutions, numbers and types of patients are ever-present problems. 
Too many patients, too few patients, too old patients, language difficulties, as 
well as a variety of other lesser impediments to achieving an ideal setting for 
clinical education, were matters of limited discussion. Excessive service loads 
can be quite as serious as empty beds. In these respects some sort of ideal was 
expressed by one group which emphasized that the ideal patient environment 
was achieved when a university hospital is able to control selectively its flow of 
patients. Contracts for medical service by universities were viewed with alarm 
because of their implications for heavy service loads and relatively small yields 
of major educational value. 

Ideally, the university should own and operate its own teaching hospital. 
Short of this the university’s affiliation with its teaching hospitals should be as 
strong as possible. Emphasizing strength, most participants agreed that docu- 
ments of affiliation should be in writing, should be reviewed annually, and 
should clearly give the university the right to initiate all staff appointments. 

Dr. Cecil G. Sheps, Clinical Professor of Preventive Medicine at Harvard 
Medical School and General Director of the Beth Israel Hospital in Boston, 
emphasized the pivotal position a hospital administrator can play in the over-all 
picture of clinical teaching (see Section B of the preceding chapter). He did this 
delightfully but emphatically. I think the nicest feedback we had from Dr. 
Shep’s talk was the frequently heard remark that many of our problems in clin- 


ical teaching would be solved if only we could have Dr. Sheps as our hospital 
administrator. 


Private patients as teaching patients 


Important and prolonged discussions were devoted to the value of private 
patients as teaching subjects. There was no question about whether or not pri- 
vate patients should be used for teaching; they already are and there seems 
little likelihood that they will be discarded. The problems in this regard have 
emanated not from the patients themselves but rather from their doctors. Not 
a few physicians, having experienced all of their own training on indigent pa- 
tients, appear to find their security as practicing physicians challenged when 
asked to make their private patients available for teaching. Furthermore, they 
often appear fearful that they may lose control of their patient or that a careless 
word or gesture may create serious difficulties in patient management. Discuss- 
ants confirmed that the more “private” a patient, the less the responsibility that 
can be delegated to students and house officers. No one questions that the 
problems with private patients are greater in surgical than in medical or pediatric 
teaching. 

Two significant new thoughts found expression in several discussion groups. 
The first of these is criticism of the fact that we have been unimaginative in our 
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approach to utilizing private patients as teaching patients. An articulate mem- 
ber of one group believed that we should explore more carefully a new role for 
the private patient in clinical teaching. No one was quite prepared to identify 
this new role, but many were enthusiastic about its consideration. 

The second new thought relates perhaps to semantics, but also to a very real 
and necessary differentiation between the private and the paying patient. Clearly 
there will always be private patients. For instance, should one of you refer a 
member of your family to me for operation, there could be little question but 
that you would wish him regarded as a a full private patient with all the rights 
and privileges pertaining thereto. It has been suggested that one of our problems 
in defining new groups among whom to identify teaching patients has been 
emphasized by our failure to differentiate private patients from paying patients. 
Many patients who merely happen to be covered by health insurance do not 
identify themselves as private patients seeking medical care from a specific 
physician. I am sure you are all aware that local medical societies, insurance 
carriers, and hospital administrators have confused these various issues. If 
privacy could be differentiated from paying, a number of problems with regard 
to teaching patients might immediately become clarified. 

Although few groups came fully to grips with the future supply of teaching 
patients, two general solutions were offered. First is the conventional one which 
insists that teaching patients be derived from an increasing referral of patients 
from physicians in private practice. Many participants confirmed their belief in 
this ideal, but a few doubted that this time-honored pattern for filling the beds of 
teaching hospitals was going to be as effective in the future as it has been in the 
past. Rapid expansion in the number and quality of community medical services 
is everywhere apparent. This, together with increasing economic adequacy of 
patients and more skilled specialists settling in smaller communities, is reflected 
in a decreasing necessity to hospitalize patients in large teaching centers. 

Another thought relating directly to provision of a steady flow of teaching 
patients concerns the deliberate expansion of the competitive position of teach- 
ing hospitals that I had suggested. There was considerable enthusiasm for the 
conviction that the effectiveness of the teaching hospital of the future is going 
to depend upon its ability to attract and hold a large patient-following, irrespec- 
tive of referral and local medical practice. The principal of active competition on 
the open market was favorably considered. 

In this connection and with other related problems, many of the discussion 
groups expressed regret that the teaching profession’s rapport with the practicing 
medical profession is not better. Many individuals urged that the needs of 
clinical teaching be placed before local medical societies and that every effort be 
made to achieve an understanding with these groups on the importance of ade- 
quate numbers of patients for clinical teaching. Too often practicing physicians 
regard teaching hospitals as a threat to their security. Most participants sincere- 
ly believed that in all probability this fear is more imagined than real. 


The teaching role of the resident 


At the Institute I expressed my concern over the problem of assuring medical 
education a continuing supply of good teachers. Here the most important prob- 
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lem facing us today is how to attract young men into teaching careers in clinical 
medicine and surgery. In this connection I feel we must become aggressive and 
so fashion our medical service plans that they will equal or even surpass the 
attractive attributes of private practice. Only in this way will we be able to 
guarantee that our most brilliant, most capable, and most idealistic young men 
in medicine will elect the teaching of clinical medicine as their lifework. 

Almost all the discussion groups considered the role of the resident staff in 
teaching. Here again the problem is clearly not whether the resident should or 
should not teach; he already does occupy an important place in clinical teaching. 
The resident’s problems here appear to revolve about the fact that the resident's 
position as a clinical teacher has not been clearly delineated. He has crept into 
this position practically unnoticed by faculties, and we have been careless in not 
recognizing more clearly the status of our residents as teachers. 

All discussion groups agreed that the role of the resident as a teacher of 
clinical medicine and surgery should be clarified. He should be appointed with 
the clear understanding that teaching will be part of his obligation and that he 
will be given time to discharge this important function. He should be given a 
medical school appointment and be recognized as a member of the faculty. Some 
part of his income should derive directly from the medical school in recognition 
of his role as a teacher. (See Tables A.34 and A.35 in Appendix A.) 

The development of a good resident-training program was widely accepted as 
the most important single factor in developing an effective teaching service, 
particularly where the “case system—clinical clerkship” method of teaching is 
emphasized. The resident’s availability and his intimate association with patient 
care lead students more often than not to tend to identify with residents rather 
than with senior staffs. Although students may perceive that the professor is 
responsible for the tone and personality of the service, students’ attitudes toward 
their patients appear to be largely shaped by those of the house staff. Through- 
out the discussions it was agreed, however, that instruction by residents should 
not be substitutive for senior-staff activity but rather it should be additive. 

A number of other problems emerged as discussions developed about the role 
of the resident as a teacher. For instance, most participants agreed that residents 
can be trained as doctors more easily than as teachers. A resident disinterested 
in teaching can prove to be a disturbing influence upon a teaching service and 
should be encouraged to continue his studies on a nonteaching service. The heavy 
service loads often carried by residents frequently leave little time for discharge 
of teaching obligations. This may prove frustrating and harassing to a conscien- 
tious resident who is mindful of his teaching obligations to students. Regard- 
less of the difficulties, teaching responsibilities are considered important to the 
proper maturation of a resident as a doctor. The resident emerged from the 
discussion groups as one of the most vital attributes of the setting of clinical 
teaching and one that should receive more critical attention from the faculty. 
All were agreed that resident staffs are underpaid. 


Full- and part-time teachers 


Needless to say, full-timeness and part-timeness of faculty involvement in 
medical education came in for a great deal of discussion. To achieve educational 
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balance and perspective in clinical subjects, both full-time and part-time teach- 
ers should be available. Though the former should, perhaps, be oriented largely 
toward research, teaching, and administration, and the latter toward patient 
care, each should exercise some of the prerogatives and obligations of the other. 
The effectiveness of the volunteer teacher was seriously questioned in the dis- 
cussion groups because his role was viewed primarily as that of a dispensing 
artisan rather than that of a practicing scientist. 

Whether a teacher be full-time, part-time, or volunteer was largely considered 
to be of secondary importance when compared with his motivation, his talent, 
and his availability. Full realization of the capacities of any given teacher relates 
directly to the design of the setting in which he is called upon to function. Ex- 
cessive research obligations or compulsions may well reduce a full-time faculty 
member’s availability to a point where he is educationally ineffectual; conversely, 
a part-time teacher whose service load is excessive may be likewise unavailable 
to effective clinical instruction. Obviously, there can be little identification on the 
part of a student with men he never sees. 

Availability, of course, can be enhanced by molding the setting. Talent for 
teaching is often difficult to come by, but efficiency within the setting of clinical 
teaching does lend itself to control. For instance, the effectiveness of a part-time 
clinical teacher carrying a large service load can be greatly enhanced by pro- 
viding him with an office in the hospital. 

Participants agreed that the individual with the greatest influence in clinical 
teaching is the physician the student most respects as a doctor, a teacher, and 
a person. Most Institute discussion group members had observed that effective- 
ness in research is given curiously little weight by students, despite the fact that 
advancement in faculty rank most widely relates to scientific achievement. Re- 
search appeared to discussants as a distinctly acquired taste for which the bulk 
of students have little general appreciation; most students come to medical 
school to become doctors and care for the sick. Appreciation of the role research 
and the scientific method may play in achieving this primary goal comes much 
later in a person’s medical career; it is even then not widely accepted, and even 
less widely adopted. 

Our faculties today are clearly research-oriented and perhaps find repetitive 
teaching tiresome and uninspiring. How to find able physicians who maintain 
interest in teaching appears to be one of the major problems facing clinical edu- 
cation at the present time. 


The economics of setting 


What may be loosely termed the economics of setting stimulated much 
discussion but few agreements. Although most of the problems appeared to 
Institute participants as local and environmental, all agreed that lack of precise 
information is our present most serious handicap to constructive thinking in this 
area. For instance, many believed absolute full-time systems poor because these 
provide little incentive for the doctor to attract private patients. An equal num- 
ber believed this to be good because it relieves local tensions among medical 
societies and private practice groups. 
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For similar reasons, salary ceilings were considered both good and bad, al- 
though general sympathy for the principle of a salary and a ceiling was ex- 
pressed. Not a few urged that surgeons must accept the necessity of supporting 
medicine and pediatrics. Salaries for young men, together with fringe benefits, 
often equal the presumably better economic position of practice. Most discussants 
agreed that hospital patient receipts should be used to pay salaries as long as 
the doctors control the disbursement of such funds. Physicians were generally 
criticized for their amateurish accounting practices. Many asked whether a good 
medical service plan could guarantee teaching patients and financial security 
for faculty, and at the same time insure that the university would continue to 
recognize its own financial responsibilities. 

On one point there was universal agreement—-namely that in this particular 
aspect of the teaching setting there are too many unknown factors. Less guess- 
work and more authoritative data could be relied upon to clarify many of the 
perplexing economic aspects of setting that were discussed. One general con- 
viction found wide support, and that was that university and hospital trustees 
should work more closely together than ever before in behalf of solving many of 
the issues that arise when it becomes necessary to resolve the interests of service 
to patients and the education of medical students and house officers. 

Augustus J. Carroll’s recent publication, A Study of Medical College Costs, 
is important in this connection.? His chapter on the medical service plans in 
effect in ten state and nine private institutions is excellent and should be re- 
quired reading for every administrator concerned with how to maintain and 
perpetuate a clinical faculty of high caliber. 


The evaluation of setting 


Several groups addressed themselves to the problem of evaluating the effective- 
ness of the setting in which clinical education takes place. In most instances, 
emphasis shifted from evaluation of the setting to how the effectiveness of set- 
ting might be improved. The reason for this shift, which in most discussion 
group reports is more than obvious, seems to be a feeling of inability to measure 
all components of the setting objectively. Behavioral scientists, economists, and 
sociologists present at the Institute confessed that tools which might be adapted 
to the measurement of setting are only beginning to be developed. 

Several participants believed that some indication of the worth of a service 
could be acquired from the general census of beds and house officers, and sug- 
gested that perhaps the evaluation of a service as a good teaching service could 
utilize such criteria as full occupancy of beds and a complete quota of interns 
and residents. One group expressed the belief that if setting is to be improved, 
objective tools for its evaluation must become available. Of course one of the 
major difficulties encountered in this controversial area is the great diversity of 
the product we are trying to measure. 


2 Carroll, Augustus J. A Study of Medical College Costs (Evanston, Illinois: Association of 
American Medical Colleges, 1958). 
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The medical student 


Although most groups were aware that two previous Institutes (1956 and 
1957) had been devoted to a consideration of medical students, no little atten- 
tion was devoted to the student’s role in the setting of clinical teaching. The 
quality of students, in terms of their capacity to mature medically in almost any 
setting, was frequently recognized by discussants as more important than the 
setting itself. The general belief that students learn much from each other found 
expression in a variety of different ways. That students are plastic and malleable 
was evident to all. That they could be readily molded by both good and bad 
educational patterns was readily accepted. 

A few groups considered briefly our ability to evaluate student accomplish- 
ments in clinical learning. At present we are measuring primarily factual ac- 
complishment because this is about all we have any real ability to measure. 
Once again many agreed that the need for objective evaluation is great, but 
that our skills in this regard are limited indeed and not yet developed to a 
point where they could be relied upon extensively. Greatest faith in student 
evaluation was still placed in examining for factual information and in “free- 
lance” judgment of individuals based upon “the trained intuition” of the 
faculty. Once again the conviction appeared (as it had with the discussion of 
teachers) that motivation, talent, and ability of the students are more impor- 
tant to the learning process than is the setting in which it takes place. 


Other topics of discussion 


Before concluding, let me enumerate rapidly a few of the less widely discussed 
but none the less interesting subjects that participants considered at the Insti- 
tute. 

In introducing curricular changes and experiments, few difficulties are appar- 
ently encountered in adapting students to new educational patterns, but many 
problems ensue in persuading faculties to adopt new ways and new pedagogic 
devices. Physicians, even though teaching actively, more often than not identify 
themselves with professional groups rather than with the educational process 
itself. Specifically, a urologist regards himself as a urologist and seeks identifica- 
tion with accepted urological groups rather than broadly with medical education. 

Clinical laboratories were discussed at length by one group that concluded 
there really should not be clinical laboratories in university hospitals; each sec- 
tion should be run by the basic science department concerned. Little enthusiasm 
was manifest for requiring students to learn or to practice laboratory procedures. 

One group considered paramedical personnel briefly. Although some minor 
enthusiasm was expressed for student indoctrination in the important roles 
played in clinical teaching and learning by nurses, social workers, technicians, 
and the like, the discussants observed that the single most important feature in 
these relationships centers on how the senior staff itself regards the paramedical 
workers. If the senior staff seriously recognizes these members of the medical 
team and works with them, the student will do likewise. 

Actual bricks and mortar were little discussed, though it was generally recog- 
nized that dirty, ill-kept, and out-moded facilities are depressing to students and 
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teachers alike. Medical schools, not hospitals, should provide convenient and 
appropriate housing facilities for students while they receive clinical instruction. 
(See Table A.72 in Appendix A.) 

I should like to close this abbreviated report on the setting of clinical teaching 
as reflected in the 1958 Institute upon the same note on which I began—namely, 
that the people in the setting are more important than the setting itself. Prob- 
lems in plant and physical environment are readily solved by a few more millions 
of dollars. But for superior accomplishments in clinical teaching we must look 
primarily to the motivations and talents of our teachers, the caliber of our 
students, and the number and variety of our patients. 
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Introductory Note to Part Ill 


Our frame of reference in planning the program for the third day of the 1958 
Institute was the student, the patient, and the teacher. This might be described 
as the eternal triangle of clinical teaching. These were the elements of clinical 
teaching in the days of Hippocrates. They still are the central elements, the ir- 
reducible minimum of components in the clinical teaching situation. But today 
the student comes with a very different background, the patient comes surrounded 
by economic forces that are new and different, and the teacher himself consists, 
not of one all-knowing person, but of a multiplicity of people with specialized 
knowledge. 

The basic process of clinical teaching has not changed from Hippocrates’ time 
on. The teacher must still help the student to develop the skills of interviewing 
and examination, to use what systematized knowledge is available to him, and to 
analyze and synthesize his findings so as to unravel the problem of the particular 
patient. When to start this process, where to do it—these are less important than 
the basic consideration of how best to develop in an individual the powers of 
communication, the powers of observation, and the ability to make intelligent 
use of the enormous array of laboratory tools now available, so as to end with a 
balanced judgment that can effect the best results for the patient who seeks his 
help. 

The subcommittee for Topic Ill was concerned with all these factors—the 
characteristics and interrelationships of the medical student, the patient, and 
the teacher within the setting of clinical teaching. In introducing this general 
session, Dr. Charles A. Janeway considered the inherent goals of the ideal clin- 
ical teaching situation. His comments, reproduced here as Section A of Chapter 
7, concern some of the broad and idealistic goals of clinical teaching with which 
few would argue. It is on the means of attaining these goals that there is plenty 
of disagreement, and one of the functions of an Institute is to air the differing 
and often conflicting views. Sections B and C of Chapter 7 are based on the very 
different presentations made at the Institute by two associates on the topic 
subcommittee—Dr. Donald W. Seldin, who emphasizes scholarship as the heart 
of teaching, and Dr. Thomas H. Holmes, who plays a selj-styled devil’s advocate 
role in looking at patient care as a social process. They are provocative thinkers 
and very vocal exponents of their views. 

Chapter 8 presents one of the highlights of the whole Institute—a look at the 
student, the patient, and the teacher in another system of medical education. 
Professor J. Philip Sandblom, professor of surgery and rector ( president) of the 
University of Lund in Sweden, is particularly well qualified to present a com- 
parative view of medical education in the two countries. His paper is reproduced 
as he presented it at the Institute, where participants felt very strongly the value 
of seeing themselves in relation to the educational patterns of another country. 

In the final chapter of Part 111, Dr. Janeway surveys the multitudinous views 
of Institute participants as they developed at the round-table discussions follow- 
ing the general sessions. It is this active interchange of ideas that can provide the 
impetus for constructive change in the approaches to problems in clinical teach- 
ing. 
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CHAPTER 7 A Symposium 


The Scholar and the Devil's Advocate 


A. Student Participation in the Learning Process 


BY CHARLES A, JANEWAY 


Professor of Pediatrics, Harvard Medical School 
Head, Department of Pediatrics, Children’s Hospital, Boston 


Process. The first one is student. Who is the student? I think we all are. The 
physician must be a student of disease, and of disease in his particular patient. 
A clinical problem in a particular patient is really approached, as has been said 
so well in other sessions at this Institute, in exactly the same way and with the 
same methods as the scientist uses in approaching a research problem in the 
laboratory. The physician has the same types of tools as any scientist. He makes 
observations through his interview; he tests these by examination. He reasons 
with what he finds and produces a tentative hypothesis, which we call a clinical 
impression. Then he tests this hypothesis with the more exact methods of x-ray 
and laboratory examination to produce a working hypothesis, or diagnosis, de- 
rived from observation and experimentation; upon this his treatment is based. 
He has the resources of the accumulated medical literature to draw upon in the 
study of his patient’s problem. 

In some of the Institute discussion groups it has been observed that there are 
many practicing physicians in this country who are bored at the age of about 45. 
Boredom, it seems to me, arises basically because these individuals have ceased 
to be students. I don’t believe a student in the best sense of the word is ever 
bored. There are times when he is annoyed with a certain amount of dull routine; 
this is an essential feature of almost every aspect of human endeavor; it exists in 
teaching and in research. But the basic excitement of working out an individual 
problem, which is never the same in any patient, should remain with a person 
throughout his professional career, if he is a genuine student. 

The second key word is participation. This implies two attributes of the suc- 
cessful teaching situation in clinical medicine. On the one hand, responsibility. 
I am absolutely convinced that unless the student is given responsibility, he will 
never learn anything worth while. Any form of mere observation of clinical ac- 
tivities is not clinical teaching. This may be a very effective way to introduce 
clinical methods, to exemplify how a good clinician works, or to present medical 
information, but this is not the basic process of clinical teaching, because it in- 
volves learning in a passive way. Participation with responsibility means teaching 
yourself in an active way. 

Participation gives the student a kind of motivation for which there is no 
substitute. It has to be real; it cannot be sham in clinical teaching. I believe that 
a student’s record-keeping should be part of the official record. He must be made 


7... ARE four key words in this title: Student Participation in the Learning 


79 


to feel that his patient’s welfare depends upon his being at a certain place at a 
certain time, upon his using all the information at his command, and upon his 
ability to get information from the laboratory and the library for the benefit of 
his patient. Teachers have a grave responsibility in striking the proper balance 
(which shifts as the student moves along) between giving the student responsi- 
bility and protecting the patient from the student who takes more responsibility 
than his knowledge and experience justify. But we have to let the student feel he 
has responsibility at every successive stage in his career once he has begun his 
real clinical education. 

Another attribute of participation is that this process has common features for 
all the people concerned in it, not just for the student, but for the teacher and 
the patient as well. The care of patients is an educational process. It is an edu- 
cational experience for everyone who participates in it. The teacher learns just as 
much as the student from each teaching situation and, after all, the treatment 
of patients basically involves the educational process: the doctor must com- 
municate his ideas to the patient in such a way that they help him understand 
his disease and its treatment and alleviate his anxieties. 

The third key word in my title is teaching. One might ask: “Why not use the 
word learning?” It is a favorite cliché to say that we are not talking about teach- 
ing, but learning. I believe the use of the word teaching was a happy choice— 
in a very real sense students teach as they learn. 

Perhaps the greatest privilege of being a member of an academic faculty, 
where one is in constant contact with students at various levels, is the fact that 
one is learning continually from a very stimulating group of colleagues who 
often are far closer to the basic sciences than you are. I find that students are 
the people who teach me more than anyone else. But the student has to learn. 
The learning process consists of teaching himself. This is why we have to create 
a learning situation in which the student can teach himself and in which he feels 
we are all learning together. 

Finally I used the word process. This is important because clinical education 
is not an isolated event. We cannot teach a block of clinical medicine or surgery 
and leave it at that. We can simply show the student how to develop himself as 
a student of clinical medicine and, if we have succeeded, he will keep on for the 
rest of his professional career. 

The subcommittee for Topic III felt it important to emphasize what the whole 
series of previous Institutes has amply demonstrated—namely that students are 
very different one from another and that teachers are equally different. Perhaps 
one of the most important ingredients that keep the educational process alive 
and vigorous is this diversity of human beings. Their interactions are largely 
unpredictable, but it is this fact that provides the dramatic quality, the emo- 
tional setting, in which the student is stimulated to acquire some of these habits 
that I have been talking about. These tend to be acquired through a slow process 
of osmosis, imitation, and maturation, provided we create an atmosphere in 
which this learning process can go on progressively. 


— 
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B. The Clinical Teacher: Scholarship as the Heart of the 
Educational Process 


BY DoNaALp W. SELDIN 


Professor and Chairman, Depariment of Internal Medicine 
The Univer.:'y of Texas, Southwestern Medical School 


ISCUSSIONS ON medical education usually take as their point of departure 
D the formidable social and professional issues that confront physicians, 
either collectively or individually, when they assume their responsibilities as 
practitioners. All of us are aware of the character of these problems—the prob- 
lem of the care of the aged, the problem of the indigent population and its care, 
the problem of the allocation of medical resources to sparsely populated areas, 
the problem of the low-income groups. These are grave issues that are unsettling 
to any responsible physician in the community. 

Medical education is beset by the desire and the need to provide physicians 
with skills in various areas. The educator is asked to develop a student who can 
function as a general practitioner. He is asked to produce a student who will 
ultimately become a specialist, an investigator, or a Public Health officer. 
All of these are important concerns which at one time or another the student 
will have to assume in one way or another, for better or for worse. No one 
would deny that these are vital problems for the physician in his role as 
citizen as well as doctor, but there is an implicit assumption of the utmost grav- 
ity running through these requests. This assumption is that it is the responsibility 
of the medical school as a medical school to solve these problems, that these 
are the problems of medical education, and that by gearing the educational 
process appropriately students will be produced who can better cope with the 
multitude of social and professional problems that beset the practitioner. 


The university vs. the trade school 


Medical schools are part of universities. Universities are in turn institutions of 
higher learning; they are not trade schools. It may not be amiss at this point 
to try to elaborate a distinction between a university and a trade school. 

During the war the Army was confronted with the formidable task of 
manning an enormous mechanized force that had been produced virtually over- 
night. Throughout the country mechanic schools were established, schools that 
had as their function the responsibility of taking a heterogeneous population 
and transforming it rapidly in such a manner that its members could cope with 
the problems of repairing a jeep or a tank. These schools performed their func- 
tion well, but the teaching they were doing can hardly be called an educational 
process in the same sense as a university educational process. There are no ex- 
planatory or predictive principles involved. The student mechanic is trained to 
apply procedures learned by rote. His capacity to deal with unpredictable situa- 
tions that cannot be solved in a rote manner is likely to be trivial or nil. 


Surely the physician that we turn loose upon society to minister to the sick 
must be bolstered with a more versatile educational background, one that takes 
cognizance of the ever-changing pattern of medical education and medical sci- 
ence. Such an individual must be geared to a vastly different set of problems and 
provided with a far more sophisticated set of techniques, tools, and learning. 

Medical schools—and the universities of which they are usually a part—have 
a quite different problem from trade schools, and I think it is important in this 
connection to examine what a university is. A definition very prevalent in the 
West ever since universities emerged is that a university is an association of 
scholars. This is not an exhaustive definition. Logicians describe it as a necessary 
but not a sufficient condition. Obviously universities consist of more than merely 
scholars. There are buildings. There is a set organization into which scholars fit. 
But the necessary ingredient of the university is its composition as an association 
of scholars who are in some sense geared to the search for truth. 

This sounds grandiose and romantic but it shouldn’t be so construed. There is 
hardly any other place in the community where the disinterested search for truth 
and the cultivation of disinterested learning can be pursued. It is the university 
that traditionally assembles scholarly individuals in an attempt to encourage this 
type of intellectual activity. 

If scholarship is the search for truth and not mere pedantry, not an assemblage 
of facts hardly related to any kind of progressive testing and progressive move- 
ment, then research becomes the key point in scholarship. Research, there- 
fore, is important to the university because it encourages the growth of in- 
dividuals who are dedicated to disinterested learning, to the pursuit of knowl- 
edge, to the description and explanation of the world, and because it fur- 
nishes in addition a method for learning. It is a tool that has its distinction not 
only in the description of the world, but in the elaboration of a method whereby 
knowledge can be gathered and tested. 

In the search for new knowledge, therefore, the university has its distinguish- 
ing mark. Where else in our society is disinterested learning to be pursued? In 
the drug house? Or in similar institutions? Only at the university is the highest 
form of learning in this sense likely to be cultivated with any degree of intensity. 


The key role of the scholar 


In the clinical teaching of medicine we have the rather fragile triad that is so 
eloquently described by Dr. Dana W. Atchley in Chapter 2—it consists of the 
student, a patient, and the teacher, presumably a scholar, who mediates this 
rather delicate interaction. A great deal of attention has been paid to the stu- 
dent. Discussion has usually centered on the kind of patient who is ideal 
in this triadic relationship. But to my mind the key point to the whole affair 
is the scholar in his function of articulating the patient and the student. It 
is he who is responsible for inculcating methods of critical inquiry. It is he 
who must animate the student with the passion for learning, with an interest 
in his subject matter, with a continuing curiosity that is critical as well as 
exciting. 

Ideally, the clinical context in this sense is actually a research situation. Each 
patient is really a research problem. The same techniques that find their purest 
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form in the laboratory should here be carried forth with the same kind of 
dignity that one would apply to an investigative procedure. The emphasis 
then is not necessarily on a vast distribution of disease, or on an enormous array 
of clinical experience, or on a tremendous amount of laboratory work for lab- 
oratory work’s sake. Presumably the emphasis should devolve about the oppor- 
tunity provided the scholar to stimulate the student with the same interest, the 
same critical concerns, and the same respect of learning which in another con- 
nection he carries on with his more “pure” investigative procedures. 

If it is not a scholar who should ideally mediate this process, who should it be? 
Who is the individual who is to be placed in this clinical setting? Do we imagine 
a teacher, for example, to be one gifted with great linguistic eloquence, or great 
charm, or great excitement and enthusiasm? To be sure all these qualities are 
essential. No one would deny that an individual placed in the scholarly situation 
might function better in it if he were gifted with these attractive personal attri- 
butes. But actually it is a quality of mind and habit of thought that distinguish 
the scholar and entitle him to mediate the delicate relations between the student 
and the patient. 

The individual who is habituated to regard this relationship essentially as an 
investigative problem is thereby entitled to foster the interaction. To my mind, 
therefore, the key point in the clinical triad which has emerged in medicine thus 
far, and which seems to be so richly fruitful of producing a dignified graduate, is 
not so much the student, important as he be, and not so much the character of 
the clinical material, however much that may influence the teaching process, 
but rather the mediating influence. It is the teacher who sets the climate for 
learning in a cordial spirit. It is he who directs the energies and enthusiasms and 
animates the good student and the mediocre student as well. 

The physician who catalyzes this process might well be construed as having a 
continuously backward look. This is not meant as an essentially reactionary point 
of view. The basic scientist ought, one presumes, to look continuously toward 
physics and mathematics because here the forefront of scientific endeavor is 
forged. Similarly the clinician, the clinical investigator or clinical teacher, should 
look continuously toward the basic sciences, because only he can bring them 
meaningfully forward into the clinical setting. 

Wholly fallacious to my mind is the notion that one can decorate a clinical 
situation with a basic scientist who somehow smothers the clinical program with 
the salad dressing of intellectual concern. The only person who can meaningfully 
bring the developments of biochemistry, physiology, and other sciences into a 
clinical context, where they have relevance to the management and understand- 
ing of disease, is the clinical scholar who himself is concerned with these issues, 
imbued with a desire to explore problems in the ablest way that modern science 
places at his disposal. 

In this light, therefore, it is probably the case that the subject matter is less 
important than the manner in which it is manipulated. There is too great 
a concern for the variety of clinical experience and too much attempt made 
to simulate an educational experience in medical school that mimics what one 
anticipates will be the student’s experience in private practice. Should one, for 
example, cloud the medical curriculum with a great deal, let us say, of the study 
of myopia simply because myopia is widespread in the population? Is it a tragedy 
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that some rare disease is not encompassed within a student’s experience, simply 
because ultimately he might encounter it? Is a common disease, for which one 
has no explanatory or predictive way of dealing, necessarily an important one 
that the student should deal with? It seems to me far more critical that the 
methodology of modern science be placed at the disposal of the student in an 
exciting clinical circumstance. 


Responsibilities of the university and its scholars 


The end of the educational process at the medical school of the university is 
the M.D. degree. The M.D. degree is not a license and universities are not li- 
censing bodies. They have no responsibilities, in my opinion, to turn out general 
practitioners, specialists, investigators, or Public Health officers. They do have as 
their responsibility something that is no different from any other part of the 
university, the development in this instance of the science of medicine. If the 
student then wishes to go into general practice he has the opportunity to take an 
internship, residency, or whatever he will. These are essentially postgraduate 
concerns. 

Medical education should be concerned to extend the development of med- 
ical science to the best of its ability so it may place at the disposal of the 
student the most exciting series of tools and explanatory and predictive prin- 
ciples that are available in the scientific knowledge of the day. There is nothing 
in university techniques that enables the institution in some direct way to 
prepare the individual for general practice or to be an investigator. Should he 
ultimately wish to go into investigation he has the opportunity to take a fellow- 
ship. Should he wish to go into the Public Health Service he can similarly 
take advantage of other types of postgraduate training. The notion that the 
university is a trade school, that it manufactures general practitioners in the 
same manner that the Army mechanics school manufactured mechanics, is in 
my opinion a violation of everything that the university stands for. 

If the clinical scholar mediates the educational process, it is important to look 
at him closely. This individual really has very little danger of falling into 
some sort of ivory tower. Quite the contrary. He is harried perpetually by 
a variety of clinical concerns. He occupies indeed a peculiarly paradoxical, 
almost schizophrenic, position. Not only is he a scholar, but a practicing physi- 
cian who has a trade at his disposal. He is also a citizen and he is beset by a 
variety of concerns that have only a marginal connection with his university 
activity. 

The responsibilities of citizenship and the responsibilities of trade are not 
necessarily coincident with the responsibilities of scholarship. This is a dis- 
tinction; it is not a separation. Perhaps more care should be exercised in 
protecting the scholar rather than involving him in a welter of concerns which 
he cannot cope with, which only distract from his prime educational function. 

I believe that every member of the faculty in the clinical department is respon- 
sible for investigative activity, because this is the key point of the educational 
process. This is the method of ascertaining truth. This is the method of exp!oiting 
the explanatory and predictive principles of science. The only place where these 
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principles are available to the student is at the university. He will have his whole 
life, should he go into private practice, to grapple with the problems that are 
inherent in that setting. It is only at the university that he has for a short period 
the opportunity to study the methodology of science placed at his disposal 
—and science should not be construed as a series of facts that describe the 
world. It is rather an almost poetic construct of explanatory and predictive prin- 
ciples of the highest power. It is a method of learning which is continually 
changing, a method of ascertaining truth. 

If the individual teacher is not a scholar, what entitles him to operate within 
the university framework? Is it his charm? Is it his vividness? Is it an assem- 
blage of facts that one would presume are available in books as well? The clinical 
teacher is, after all, addressing graduate students. Even if these graduate stu- 
dents have emerged from earlier studies with an inadequate education, they are 
nevertheless graduate students, to be treated with the dignity that befits them. 

The necessary qualification of the scholar is that he in some sense exhib- 
its the imaginative type of activity that is inherent in the research process. 
Medical schools then, insofar as they partake of the university climate, are 
intimately involved in assembling scholars who exhibit this type of activity. 
To my mind this is in fact the direction that American medicine has taken, 
and thus it can assume with some pride its rightful place amidst all the other 
distinguished faculties of the modern university. 


C. Patient Care as a Social Process 


By THomas H. Ho_mes 


Professor of Psychiatry 
University of Washington School of Medicine 


PPEARING AS anchor man at the end of a strenuous three-day session is per- 

haps the most difficult position you can place a speaker in. Having pre- 

pared what I thought was an excellent paper I came blithely and serenely to the 
1958 Institute to enjoy myself. 

After the first day I found it was necessary to tear up my paper and write 
another one. At the end of the second day I had to destroy that manuscript. This 
reminds me of a story told by Dr. Ward Darley of the Indian in the great South- 
west who was out sending smoke signals one day in conversation with one of his 
colleagues. All of a sudden there appeared a tremendous mushrooming cloud of 
smoke which dominated the whole horizon. He looked back in amazement and 
wonder and thought, “I wish I could have said that.” 

As I sat down to write the final manuscript, it was with sheer desperation and 
feelings of hopelessness. As I looked over what had already been said and dis- 
cussed in the groups, I was aware that the scholarly approach, the diffident ap- 
proach, and the scientific approach had been used—and that of the elder states- 
man with the kindly and sympathetic view towards the rash machinations of the 
brash youngsters. It appeared to me that in essence everybody was saying that 


85 


the process of medical education is here to stay, that it is a good one, that it has 
some problems, and let’s go on with things as they are. 

It became apparent that the only pedagogic technique left to exploit was to 
play the role of the Devil’s Advocate—to assume the premise that the whole 
system of medical education is perhaps not what it seems to be and that our 
scientific methods should be used to re-examine the very basic postulates of the 
system. 


A behavioral scientist's view of patient care 


Perhaps what is needed at this point in American medicine is another Flexner 
Report—hence my decision to prepare the Holmesian Report. Since my topic 
really concerns itself with the behavioral sciences, I decided to play the Devil’s 
Advocate by assuming the role of a cultural anthropologist who got his training 
at the University of the South Seas, and who, after much research that provided 
insights concerning what medicine the world over is about, came to the United 
States on a field trip financed by the government to study the American medicine 
man. 

At the outset, since I am playing the Devil’s Advocate and don’t want to ap- 
pear to be more of a nonconformist than perhaps I am, I want to define my 
biases very clearly by reporting the following anecdote. A psychiatrist is inter- 
viewing his patient. The results of the interview will determine whether he gets 
out of the hospital or not. The first question is, “Mr. Jones, what would happen 
if I cut off your nose?” The patient replies, “Doctor, that’s easy. I couldn't 
smell.” The next question is, “Mr. Jones, what would happen if I cut off your 
ears?” The patient replies, “Well, my hat would fall down over my eyes and I 
couldn’t see.” 

To return to our anthropologist—he was aware that every tribe in the world 
creates an institution for dealing with anxiety. The key figure in this institution 
in most tribes, as it is in part in the American tribe, is the medicine man. How- 
ever, the medicine man is not the only key figure in the United States system. 
There are many other well-established techniques for handling anxiety once it 
arises in the American tribe. The chiropractor, the sanipractor, the osteopath, 
and the astrologer exist for the same reason as does the physician. 

Another thing our South Seas anthropologist has learned: starting with his 
Ph.D. dissertation on “The Implications for Patient Care of the Impact of Cul- 
tural Conditioning on the Behavior of Cellular Enzymes,” he found that the 
stuff of which illness is composed is the same the world over. But he is also 
aware that the behavioral attributes that lead to a labeling of a given pattern of 
behavior as illness is differently regarded in terms of the values in different tribes. 

For example, in America the stuff of schizophrenia is labeled disease and is 
summarily put away in a mental hospital. By contrast, in a certain Central 
American tribe an individual who displays exactly the same behavioral attributes 
is made the high priest. 

Thus the anthropologist came to the conclusion from his researches that in 
order to define illness it must be done within a social perspective, within the 
discipline of the behavioral sciences, and it is only as one goes to this level of 
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integration that one can construct a definition of illness, disease, sickness, injury, 
and so on, which will apply equally well to the diverse patterns of behavior we 
now Call disease. 

In the American tribe this ranges through cancer, infectious disease, psycho- 
somatic disease, psychosis, juvenile delinquency, and crime—all of these are con- 
sidered diseases—so that if one can trust a definition that will include all of 
these diverse behavioral manifestations one must go to the social level and say 
that disease essentially is determined by special attributes of behavior that are, 
for the most part, learned. In other words, they are conditioned. 

As one grows up, one learns how to be sick successfully. One isn’t necessarily 
born to be sick successfully, though this helps. What happens is the following. 
Whether one is sick or not is determined by two cardinal manifestations. The 
cardinal symptom of disease, no matter where you go, is that of discomfort and 
the cardinal sign is impaired performance. 

In the American tribe performance is determined by capacity to understand 
and capacity to be productive. The judgment as to how good one’s performance 
is is determined first of all by the age of the individual. 

The second most important factor in determining normalcy versus abnormalcy 
or sickness versus health has to do with social class, primary group relationships, 
and ethnic characteristics. These parameters play very important roles in deter- 
mining what the performance should be and what the individual should expect 
of himself. 

The next most important factor is sex. In the American tribe, our anthropol- 
ogist found, sex is not very important. There is very little distinction made be- 
tween males and females, other than minor anatomical differences, especially as 


far as role-playing is concerned. The female uses essentially the same techniques 
in running the home and her husband as the husband uses in running his busi- 
ness. 


Least important of all the major factors, Dr. Donald W. Seldin’s comments on 
scholarship in the preceding section being well in mind, is intelligence. By and 
large intelligence is relatively an insignificant value in being a successful Amer- 
ican. 

Then our anthropologist found that one determines whether given behavior is 
sickness or wellness by the interrelationship of: the action, the timing, and the 
motive. A normal person does the right thing at the right time for the right 
reason. The neurotic, if you will, does the right thing at the right time for the 
wrong reason. The personality disorder does the right thing at the wrong time 
for the wrong reason, and the psychotic is wrong in all three. 

Having been equipped then with the universality of patterns of behavior in 
health and disease, and with some knowledge of American cultural factors, our 
anthropologist goes on his field trip to study the United States medicine man. 
He starts his study by going to the fountainhead of medical care, the university 
teaching hospital. There he sits on the side and observes the process that patients 
go through as they get what has been said in the literature to be “the best 
medical care in the world.” 

First he notes a man coming in with a temperature of 104°, pain in the stom- 
ach, and blood dripping from several orifices. He enters the hospital and he goes 
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first, not to the physician but, to the surprise of our anthropologist, to the busi- 
ness office. There his financial background is gone into: the number of stocks 
and bonds he has, the size of his savings account, and the financial assets of his 
whole clan. He is then informed he will have to make a down payment of $1,000 
or 10 per cent of the estimated gross cost of his predicted medical care, whichever 
is more. 

Having satisfied the business manager (whose uniform incidentally is the gray 
flannel suit) of his financial soundness, the patient is then ushered into the inner 
sanctum. There he is surrounded by suitable tribal trappings. Everybody is in 
appropriate uniform. First there is “trial by words,” many questions, the rele- 
vance of which appears to be inconsequential to the observing anthropologist. 
Following this process he goes through the process of the “laying on of hands,” 
which is of interest to the anthropologist. This is called the physical examination. 

Then the patient is sent to another inner sanctum where a man in suitable 
garb, with a couch in his office—a man known affectionately in the institution as 
the head shrinker—attempts to infer that the spouse or mother-in-law is as dan- 
gerous an etiologic agent as our anthropologist knows dreams of snakes to be 
in his own tribe. 

Following this he is then sent to the pit house of this institution, where a very 
fascinating process takes place, namely the process of “trial by poison.” The 
individual is made to drink all sorts of terrible-tasting things that either make 
him vomit or so obstipated he gets an intestinal obstruction. 

He goes through “trial by sword.” Instruments are inserted in every available 
orifice. He is put in front of a screen that flashes lights, and there are humming 
noises from the big black boxes. Following all this the patient is sent to the inner- 
inner sanctum of the highest-status medicine man of all, who comes in informal 
attire looking as though he were clad in his pajamas. This medicine man goes 
into a little anteroom and there pays obeisance to the great god Cleanliness. 
Then he comes in with dramatic fanfare and flourish to the arena, surrounded by 
aides and minions of lesser stature, all appropriately garbed in a peculiar-looking 
mask headdress and with coverings over the hands. There, finally, on the sacri- 
ficial table ready for the surgeon is the patient. 

Shortly afterwards the patient goes back to the internist, who then sends him 
back to his general practitioner. As the anthropologist attempts to understand 
what a general practitioner is, he immediately comes across the word “quack.” 
He is surprised to learn when he consults Webster’s New International Diction- 
ary that this is the vocal sound of a small animal called a duck. 

The general practitioner is dissatisfied with the report sent him by the con- 
sulting specialists because he thinks it didn’t tell him anything he didn’t already 
know. The patient gets dissatisfied and goes to see a chiropractor. 

At about the same time the patient’s mother-in-law from his second marriage 
dies and leaves him a million dollars. His wife promptly becomes a much better 
bedfellow, the patient tells his boss to go to hell, and he spends the rest of his life 
clipping the coupons on the bonds of his inheritance and devoting himself to a 
lifelong ambition of studying the sex life of the sea anemone. 

Five years later the patient receives four cursory letters: one from the psychia- 
trist, one from the internist, one from the surgeon, one from the chiropractor. 
The patient dutifully replies to all four inquiries about his health. As these 
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medical artisans review the patient’s reply, each is singularly impressed with the 
therapeutic benefits which accrue from his particular machinations. 


Some questions on patient care 


I am not proposing to say there is more truth than poetry to this. Perhaps 
there is neither. But I do think it is wise to step to one side and ask ourselves 
a number of questions about the process of patient care as we now pursue it, 
and this is exactly what our anthropologist did at this stage of his study. As he 
reviewed all the facts and observed this treatment process, or patient-care 
process, at work, he began to find a number of conflicting bits of evidence. 

For example, he asked himself the question: “Have the antibiotics really sig- 
nificantly modified the course of infectious disease in the general population?” 
It is true, he finds out, that of every 100 patients with pneumonia the death rate 
has dropped from 40 per cent to 4 per cent. But then as he looks at the data 
from 1850 to the present time, he finds there is a straight line of decline in death 
rates in pneumonia and tuberculosis, and that the introduction of the antibiotics 
does not modify the straight line decline in the death rate of either. Other studies 
indicate that preoperative use of antibiotics increases the probability of infection. 

Our anthropologist is at loggerheads to understand the discrepancy implied in 
this kind of information. He also wonders about whether or not elective surgery 
might not be more destructive in the long run than constructive, especially when 
he reads some data that indicate those people who have surgery of any kind 
have a higher probability of not getting well and a shorter life expectancy than 
those individuals who do not have surgery. 

He wonders about the whole process of hospitalization, whether this is of 
benefit to the patient or may be destructive, especially when he reads the case 
history of what happens when the husband goes to the hospital—his wife be- 
comes destitute and falls down and breaks her leg, his son gets polio, and his 
dog bites the neighbor’s child and he is sued for damages. 

The anthropologist wonders whether psychiatry is worth its salt, especially 
when he observes data indicating that a senior medical student, spending a half- 
hour a week for one year for a total of 12 hours, accomplishes the same thera- 
peutic achievement as the psychiatrist using psychotherapy at $25 per week for 
56 hours a year, or the psychoanalyst treating an upper-class American 5 hours 
a week at four times the cost. All three of these practitioners seem to come out 
the same with comparable patients at the end of the year. 

Or is the “heart of medicine” defined by Dr. Dana W. Atchley (Chapter 2) 
really essential in view of the evidence indicating that strong feelings of com- 
passion and sympathy, when present in the doctor-patient relationship, have an 
equal probability of crippling as well as helping. 

Are pediatric well-baby clinics conducive to more neuroses than prevention 
of disease? When the middle-class American physician tries to tell somebody 
who lives in a different cultural milieu how to raise their babies in accordance 
with his own standards, might this not produce more conflicts and hence ulti- 
mately more disease than it does health? What is the scientific basis of com- 
parison, asks our anthropologist, by which six New York doctors, who have just 
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proved that Anacin is better than aspirin, and a companion group of six Boston 
doctors, who have just proved that Bufferin is better than Anacin, go to North 
Carolina, conditioned as they are by their urban culture, and pass judgment on 
the therapeutic effectiveness of the rural practitioner? 

What are the inferences to be drawn from such studies as those of Redlich,! 
who indicates that if you have mental disease and you are an upper-class Amer- 
ican, you get psychoanalysis; if you are middle class and have mental disease, 
you get psychotherapy; and if you are lower class, you are lucky to get anything 
at all. 

Further, the data indicate that if you are of a lower social class, the prob- 
abilities are you will be treated in a county hospital or a veterans hospital; if 
you are lower middle class to upper lower class, the probability is that you will 
be treated by some prepaid medical agency, such as group health plans or other 
activities, and that if you are an upper-class American, the probability is you 
will be treated by a specialist—with the general practitioner sort of ranging the 
whole scale, mostly toward the lower classes. 

What are the inferences one can draw about medical care from these kinds of 
data? At this point our anthropologist finds there was a very significant report 
that was given about the turn of the century called the Flexner Report, and as 
he reads this and as he reappraises what he has seen to have evolved on the 
American scene in the last 50 years, he is impressed with the fact that what is 
going on in American medicine is an attempt to bring the scientific method to 
the part of the clinical medicine that deals with etiology. The emphasis for the 
last 50 years, it appears to him, has been on the nature of the external factors 
that contribute to the onset of disease and the mechanisms within the body itself 
that account for the end product, disease. 

It is at this point our observer becomes aware that the scientific method has 
not yet been brought to bear on an evaluation of patient care. It is apparent, 
however, that there is emerging now in the scientific arena a well-systematized 
and adequate body of scientific fact, germane to patient care, that is being pro- 
duced by the behavioral scientists. It seems to the anthropologist that what is 
now needed on the American scene is research in the area of patient care, and 
that the methods for exploring that great, and until now untouchable, area—the 
art of medicine—are now available. 

As has been implied by other authors of papers in this report, not only the 
biological sciences, but also the behavioral sciences, are important to patient care. 
To use the words “teaching” and “learning” is to get into a large area of the 
science of psychology. Of equal importance to the art of medicine are perception, 
motivation, and communication. To understand man’s social role, why he plays 
the kind of role he does, why he has the kind of problems he has—we get into 
the area of cultural anthropology, social psychology, and sociology. These scien- 
tific disciplines all have something to offer that provides us with the scientific 
basis for understanding what goes on in the patient management process. 

Perhaps the revolution which is taking place in American medical education 
can best be summarized by two comments that Dr. Lester Evans of the Com- 


! Hollingshead, A. B. and Redlich, F. C. Social Class and Mental Illness: A Community 
Study (New York: John Wiley & Sons, Inc., 1958). 


90 


monwealth Fund once made. He indicated the medical school is rediscovering 
the fact that the medical student is the reason for its existence, and the physician 
is rediscovering the fact that the patient is the reason for his existence. 

Now then, as our anthropologist attempts to formulate what went on in the 
treatment process, he comes to the conclusion that it is in essence an attempt to 
provide an optimum setting in which the patient has the highest probability of 
learning something about himself, of being himself, and of so modifying his way 
of life that his resistance to disease is enhanced or increased. 

Essentially then, the physician’s therapeutic activity is but one among many 
in the community at large that attempt to provide the optimum circumstances 
under which the patient can so readjust his grossly altered homeostasis to some- 
thing approximating normal that his resistance is elevated and probability of 
recovery from illness enhanced. 


A final word 


One final word. What is the outcome of the treatment process, as our anthro- 
pologist finds it? As he reviews the data on the outcome of treatment in chronic 
diseases, he finds that no matter what discipline is brought to bear in therapy, 
or who does it, or under what circumstances, almost every investigator finds that 
20 per cent of the patients are cured, 60 per cent are improved, and 20 per cent 
are failures. 

What I have attempted to do then is to stand off and play the role of the 
behavioral scientist in evaluating the scene of American medicine as it pertains 
to the area of patient care. If | have played the Devil’s Advocate successfully, 
that leaves me still detached from you, and if there is anything to be gained from 
taking this approach to studying ourselves, this means I don’t have to do it but 
that you do. 

Perhaps | could close by emphasizing this point with the following anecdote. 
Two psychiatrists and an internist entered an elevator. As the elevator slowly 
ascended to the appropriate office floor, one of the psychiatrists suddenly leaped 
across the elevator and bit off the ear lobe of the other psychiatrist. The intern- 
ist retired to a neutral corner. To his amazement, as his eyes grew wider and 
wider, nothing happened. The assaulting psychiatrist settled down in his part of 
the elevator, and the bleeding psychiatrist didn’t blink an eyelash. The elevator 
stopped and the assaulting psychiatrist calmly walked out to his office. This left 
the bleeding psychiatrist and the internist to go up one more floor. Nobody said 
a word. The elevator stopped, the door opened, and the psychiatrist started 
towards his office. The internist couldn’t stand it any longer, and he said, “My 
heavens, man, what are you going to do about this?” 

Very benignly the psychiatrist looked at him and said, “It’s not my problem. 
It’s his.” 


CHAPTER 8 


The Student, the Patient, and the Teacher 


in Swedish Medical Education 


BY J. SANDBLOM 


Chancellor and Professor of Surgery 
University of Lund, Sweden 


ONDITIONS IN Sweden are very much different from those in the United 

States. Still, one thing that strikes one is how much we are alike in thoughts 

and philosophy, and I can tell you that a Swede never feels more at home when 

he is abroad than when he gets to the United States. I have been happy to hear 

this is also the impression of some of the Americans who visit the Scandinavian 
countries. 

Sweden is an old country, and things have developed very slowly. We hac 
state medicine in the 17th century and state hospitals in the middle of the 18th 
century. There has never been a revolution or quick development as you have 
had here. In Sweden things are to a very great extent centrally controlled. The 
universities do not have as many possibilities for independence as you have in 
the United States. I gained the impression from the Institute meetings that you 
have enthusiastic, individual enterprise and performance to a greater extent than 
in Sweden. I mentioned this a couple of years ago when I spoke at a university 
in the United States, and the next morning I found myself in the newspaper 
headlines: “State Medicine Is Called Roadblock to Social Development in 
Sweden.” Of course I never said that, but I do think that we lose something with 
our centralization. 

We have things that you do not have. We have a very homogeneous country. 
Everything is very much standardized. We do not have the variations in stand- 
ards among the universities and schools and among the doctors and the hospitals 
that you have here. 


The Swedish school system 


Figure 1 diagrams the school system in Sweden. We have the folkskola (pri- 
mary school, compulsory), which lasts for seven years. Then students go on to 
what we call realskola, which compares to your junior high school. Next is 
the gymnasium, which corresponds to your high school, the secondary school. It 
terminates with the studentexamen. 

We are currently in the process of developing the system you see to the left 
(Fig. 1), which provides all Swedish children with exactly the same training for 
the first seven years. Then it branches off and students go on either to vocational 
training or preparation for the high school. 
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Fic. 1——The Swedish school system 


The high school, ending up with the studentexamen has three lines of study. To 
the left is the classic line, in the middle is what might be called a general line, and 
to the right is the natural science line. The classical line is divided in the last 
years into modern languages, Latin, and Greek. The general line is for those 
who are entering business administration and such things. To the right is the 
natural science line. That in the last two years is divided into the biological 
and the mathematical lines. In order to enter medical school the line a student 
takes is the natural science line with the biologic branch. 


The Swedish medical education 


Figure 2 compares the years of education for a physician in the United States 
and Sweden. As you can see, it so happens that the years on the right (U.S.A.) 
correspond fairly well to the years on the left (Sweden). The six years of grade 
school plus two years of junior high school in the United States correspond exact- 
ly to the Swedish education through the realskola. Then we have the gymnasium ; 
in the United States you have the high school. That brings us up to the studenten 
in Sweden; the American student is then ready to go to college. At this point the 
Swedish student starts out in medical school, whereas the American has three or 
four years of college before entering the medical school. 

The education is really quite different in the two countries. In Sweden the 
children work very, very hard. In fact, the Swede hardly ever works as hard as 
he does during those four years before the studentexamen. He goes to school from 
8 o'clock in the morning until 4 o’clock in the afternoon. Then he generally has 
about four hours of homework. He works on Saturday until 4 o’clock in the after- 
noon. The curriculum comprises a lot of subjects. The student studies three 
foreign languages—English, French, and German—which we have to know, be- 
ing a small country. As a result of years of such intensive study, the young 
Swede at the age of 18 has progressed as far generally as the American at 20. 
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Fic. 2.—Years of medical education in the United States and Sweden 


When the Swede goes to the United States from the studentexamen, he generally 
enters the third year in college. 

This studentexamen is very uniform. In Sweden all the schools have exactly the 
same tests. They are given out by the Board of Education in Stockholm and are 
very secret. All prospective university students take the same tests in mathe- 
matics, physics, Latin, etc. When the Swede has taken the studentexamen, his 
scores are comparable to those of other Swedes from other schools who have 
taken the same studentexamen. In order to enter medical school the student must 
have high scores. If everybody who simply wanted to be a doctor were to apply, 
I think we would have to turn down about five times as many as applied. Every- 
body knows what scores are high, and still we have about twice as many appli- 
cants as we can receive. 

The Swedish medical school takes seven years compared to the four years of 
the American medical school. Of course, this implies two things. It implies that 
perhaps the American studies subjects in college that we in Sweden take in the 
first year of medical school. Also, the Americans leave medical school at an earlier 
stage than we do. The Swedish medical school includes one year of internship, 
as you will see, and it is much more comprehensive. The aim and scope of 
Swedish medical education is to shape general practitioners, and the specialties 
have to be built up on that groundwork. 

There are two degrees in Swedish medical education: the Medicine Kandidat, 
after the first two years, and then the Medicine Licentiat, at the end of seven 
years. In America it corresponds to the M.D. Only about 10 per cent of the 
Swedes ever get what we call the M.D. degree; it corresponds more to the Amer- 
ican Ph.D. program for a medical man. 

The Swedish medical school, I think, actually teaches in very much the same 
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Fic. 3.—Clinical and preclinical education in the United States and Sweden 


way as does the American school. At least we try to do it the same way you do. 
Just a few years ago we had a committee that made extensive studies in American 
education, a committee whose recommendations were followed. After the intern- 
ship the physician’s program of training is different in the two countries. As you 
can see, I have made a little spiral up there on the American side in Figure 2. On 
the Swedish side I have put a little wiggly line, showing that choice is left to the 
individual. He can take the position he wants in order to fulfill his training, but 
there is nothing really asked for. 

There is no Swedish Board Examination. After having trained for six years 
in any kind of surgical department one gets the specialty license. This system 
has been criticized, but one reason for it is the uniformity. We are so much 
alike, the standards are so much alike, there is no reason to make any special 
examination or any special test at the end of those years. At the end of the Swed- 
ish wiggle line (Fig. 2) comes what we call the thesis. The Swede who wants to 
make an academic career will have to write quite an extensive and important 
thesis. It generally takes two years of preparation and is the entrance to an 
academic career. 

To the right in Figure 3 is the American preclinical and clinical education, and 
on the left is the Swedish system. You can see that ours is much longer: it is 
seven years compared to the four or five years in America. The first year has 
anatomy and histology, also medical statistics and medical genetics. In the sec- 
ond year there is physiology, which includes medical physics, and then chem- 
istry—general chemistry and medical chemistry and its branches. After those 
two years we in Sweden have a year of pathology, bacteriology, pharmacology, 
and also the clinical introduction, which includes physical examinations and 
laboratory courses, preliminary roentgenology, and so on. 

Then after those three years we start our clinical education in the hospitals. 
Only for a short time during the third year does the Swedish student see patients. 
We don’t have the integration that you have in the United States and are still 
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segregated. We have medicine for five months and then surgery for five months. 
In those months the students are attached to their departments. After the revision 
I mentioned earlier, those courses tended to become clogged by a lot of lectures. 
The committee said the idea was for the students to follow the work in the 
medical and surgical departments and see what happens to the patients. I believe 
that is very difficult to do with the number of lectures that have been prepared. 

Besides the surgery and medicine there is also clinical physiology, clinical 
chemistry, and 40 hours of roentgenology. There is radium therapy. There is 
dentistry. There is sociology and what not. We teachers have great difficulties 
doing what is expected from us during that year, and I hope it is going to be a 
little bit revised. It was very interesting for me to hear Dr. Donald W. Seldin 
(see Section A, Chapter 7) telling us at the Institute that he thought chemistry 
and physiology should be seen through the clinician’s eyes, stressing what is 
necessary for the clinician. That is not the way we have it in Sweden right now. 

Then we go on to the other specialties, and two years are taken up by going 
through the different ones. There are two months of dermatology, two months of 
clinical epidemiology, two months of hygiene, one month of military medicine, 
two months of roentgenology, three months of gynecology, three months of neu- 
rology and psychiatry, four months of social medicine and legal medicine. This 
takes about two years. 

Then comes the last year. In that year we have four months of internship in a 
medical department, three months of internship in a surgical department, and 
two months of internship in a department the student can select himself. Only 
after he has done this can he take his examinations in medicine and surgery. The 
idea of the revision committee when it started was to try to reduce the time for 
the medical education; they tried to get it down from eight years to six years. 
But we are already up to six years and three-quarters, and the Swedish student 
won't be able to make it in much less than seven and a half years if we keep on. 
Perhaps the committee was pressed between making education short on the one 
hand and observing the demands of all the specialties on the other. I think they 
leaned too much in the latter direction. | am wondering if it really is necessary 
to have that much of all the specialties. 

As I said before, the scope is to make the Swedish doctor a general practitioner. 
The Swedish medical setup is different in many ways from the United States. 
There are no private hospitals in Sweden, with but few exceptions. All other 
hospitals in Sweden are state or community hospitals. They are all staffed by 
full-time men. We do not have private practitioners on the staff. The surgeon 
either does surgery all day long or he doesn’t do any surgery at all. In Sweden 
we do not have to think of educating a lot of surgeons. We educate many less 
than you do here. 

In Sweden we don’t have the resident system you have in the United States. 
When a Swede wants to start his career, he first works for one year in the uni- 
versity department, and then he goes out to the provincial hospital for several 
years to get his manual training, and if he is good we will take him back into the 
university hospital. Then he will stay for three or four years at least, and perhaps 
if he is good he will start working on his thesis. He never becomes a senior resi- 
dent. He just goes right on, and he does the large operations at a much later time 
than the Americans do. 
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So the set-up of the university department is good. My oldest associates are up 
to age 50. I have three of those. They are waiting now to get to be heads of 
provincial hospitals. Perhaps one might be able to become a professor at another 
university. During this time, though, the Swedish doctor is pretty well off. He 
gets paid right from the very first year after he enters medical school. It didn’t 


used to be that way in my day. Nowadays one can keep a family on the salary 
one gets in the first year. 


The Swedish medical student 


The Swedish students are very much like the American students. Once they 
used to be a little bit shyer than the Americans. They still do not enter into dis- 
cussions as easily as the Americans do. They are pretty skeptical. Nowadays they 
try to be a little bit like angry young men. That is the fashion nowadays. But I 
don’t think it means so much. 

In the summer, when they ought to have a vacation, student time is taken up 
by military duty. After the examen they start on their military duties for three 
months. This is their first vacation. Their second vacation is also taken up by 
military duties. So they never get out of any duties for about four years. That is 
very hard on them. On the other hand, we in Sweden do get our military duties 
done while we are students. There is only about five months of it left by the time 
the medical student gets his degree. The last three months of internship in sur- 
gery are regarded as military training, which I think is only fair because the 
medical student gives much more time to his training than any other student. 


The Swedish teaching patient 


Now about the patients in Sweden. In the United States it seems you have 
difficulty finding material; all patients in this country tend to become private 
patients. Well, we have somewhat the same trouble in Sweden, although it is just 
the reverse—all the private patients tend to become indigent patients because of 
the great facilities and the very good conditions of the wards in the Swedish hos- 
pitals. 

In fact, the ruling party is trying to do away with all private beds and all pri- 
vate patients—everybody should have exactly the same care. I think it will just 
be a matter of time before they have-achieved that purpose. So there is never any 
discussion in Sweden about finding teaching patients. 


The Swedish medical teacher 


And then the teachers. When one elects a professor for a Swedish university, 
the procedure is rather different than yours in America. When there is an open- 
ing, it is declared publicly open and anybody can apply for the position. 

Three judges who are professors in the same subject from other universities in 
Sweden, are appointed to consider the applicants. The faculty does not appoint 
judges but can suggest them. The other faculties in Sweden also suggest judges. 
Then the chancellor of all Swedish universities gives his word. The only thing 
that counts when one wants to become a professor in Sweden is scientific ability, 
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what one has done in science; nothing else counts—character, leadership, nothing 
else can come into it! 

So the applicants send in everything they have written. The judges havé an 
awfully hard time because they have to read everything that has been written by 
each of the applicants, and they have to write down and comment on each little 
piece. Then they add it all together and compare the applicants and rank them; 
They do not have to number more than the first three. Then this ranking is 
handed out to the faculty, and it turns out to be quite a big book with those 
judgments. Then the faculty votes. After that the recommendation goes on up to 
the chancellor of the Swedish universities, who recommends, and then it goes up 
to the government. 

Any of the rejected applicants can appeal if they are not satisfied. Then the 
proposal goes to the whole university body. They have a vote on the professor- 
ship and can say what they think. Generally they think something different and 
the result is we always have these appeals. Finally the question goes up again 
to the chancellor and on to the government, and this time the government will 
decide. This procedure may take anywhere from six months to two years. Gen- 
erally there is very heavy fighting about the decision. The people who are not 
satisfied will perhaps write a pamphlet and will publish and send it out to the 
members of the faculty. The newspapers write about it. About ten years ago the 
secretary of state had to resign because he was in the fight too much. It is big 
entertainment in Sweden! 

I don’t think this is the best way of selecting professors. I think perhaps it is all 
right to rank applicants in order of scientific abilities as well as one can, but I 
seriously think that one should be recommended from some other point of view— 
leadership, character, and so on. 


Questions from the floor 


Following Professor Sandblom’s presentation, there was a question period, 
which is reproduced below as it developed at the Institute session. 


Dr. J. ENctesert Dunpuy: I would like to ask Professor Sandblom this 
question. I think he really has an opportunity to see American education perhaps 
better than many of our visitors. I would like to ask him if he would care to say 
what portion of the Swedish system, as he sees it, we ought to try to incorporate 
into our educational program in medicine in the United States. It would be 
interesting for us to hear a comment. 


PROFESSOR SANDBLOM: I think on the whole your system is better. You have 
more teachers. You teach the students the headlines. We take an awfully long 
time to teach them, and I think we tend to teach them a little bit too much of 
everything. I think the human mind has a very healthy tendency to refuse being 
overfed, and we feed the Swedish students more than they really can take at the 
premedical level. I don’t think it is possible to change that in a short while. 

The American students do not have as wide an education before they enter 
medical school as do the Swedish students. On the other hand, you may say that 
the Americans get this breadth at a more mature age—during the college years, 
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which is a little later than the Swedish students get it—and perhaps that might 
give them a better chance when they get deeper into the subject they are major- 
ing in. 

I think there are a lot of things that we will have to try to develop in Sweden— 
person-to-person education such as you have for example. I was very impressed 
to hear somewhere that you have been able to give one instructor only two stu- 
dents in the outpatient department, and so on. We lack that. 

There is one other thing. This is just a little detail about clinical teaching. It is 
a very small thing. I have always wondered why the Americans in medicine and 
surgery do not start in the morning all together in the x-ray rounds. I think that 
most Americans who have come to the Scandinavian countries think this is an ad- 
vantage—we collect together what you call the house staff and the students, and 
we discuss the cases that have been operated on or who were treated the day 
before, and we discuss cases that have come in during the night. We discuss all 


the cases that were x rayed the day before. That is very good at the start of the 
day. 


Dr. Roswett K. Brown: Do your students move from one medical school to 
another during their course? 


Proressor SANpBLoM: Generally not. We have five medical schools in 
Sweden: Upsala, Lund, Stockholm, Géteborg, and Umea. Goteborg, in the far 
North, is just for the clinical years, starting with surgery. This means we have to 
send a number from the other universities to continue there. That is a terrible 
thing because our students, just as yours, at that age are often married. Very 


often their wives take care of the economic side of things by working. It is very 
hard to move them, so our medical students are tending to stay where they began. 
Formerly, in my student days, we used to now and then go to another university 
for special courses. But that is not being done nowadays. 


Dr. Cuarzes G. Curip, III: How many students would you have in a class, at 
the top of training? What is the general proportion of those that go along 
the branch designated as practice and those that follow the thesis training and 
specialties? 


PROFESSOR SANDBLOM: The numbers are quite small. We do not have enough 
doctors in Sweden, and we have not increased the classes. Our school receives 
only 90 students a year. In Stockholm I think they have 120. They are divided 
up. We have parallel professorships in medicine and surgery, and so on. There 
are only about 45 a year that go through. They are divided into two five-month 
groups. That means we have about 25 to 30 that we take care of at a time. It isa 
pretty small number. 

The proportion between those who will go right on and continue general prac- 
tice and those who go on to take the thesis? Well, to start with, nearly everybody 
takes hospital training, at least for a couple of years. Then, according to what we 
think of them, perhaps about half will go out into general practice. Those who 


continue all the way up to write the thesis will be about 10 per cent of the 
students. 


Some students know fairly early that they want an academic career, so they 
sometimes stay behind for a half-year or a year and become what we call an 
amanuensis in one of the departments. For instance, if a student has gone through 
chemistry and finds he is very interested in chemistry, or if a department head 
finds one of his students is especially gifted, he can become an amanuensis and 
be paid, but he will be the last of the teachers for the next group that comes 
there. Very often he will stay on. Those in the basic sciences often write their 
thesis before they have finished their medical training. Sometimes we complain 
that the basic sciences take the best students away from us before we get them. 
On the other hand, as you know, in the clinical subjects we like them to have 
had some years of basic science. We often try to get students who have had a 
couple of years of physiology, chemistry, and mathematics. 


Dr. Cuartes A. Janeway: Thank you very much, Professor Sandblom, for 
giving us a very graphic picture of the educational system in Sweden and a very 
frank discussion. You have made a real contribution to our consideration of the 
student, the patient, and the teacher. 


CHAPTER 9 


The Student, the Patient, and the 


Teacher as Seen by Institute Participants 


BY CHarces A. JANEWAY 


Professor of Pediatrics, Harvard Medical School 
Head, Department of Pediatrics, Children’s Hospital, Boston 


N RETROSPECT, it seems to me that on the first day of the 1958 Teaching Insti- 
tute we were saying: “What are we teaching the clinical part of medicine for 
anyway?” On the second day we were saying: “Where and with what patients 
do we teach and how do these things affect our clinical education?” On the third 
day we were concerned primarily with: “How do we teach, who does it, and to 
what extent does the individual who does it affect this process?” The general 
sessions of the third day are the subject matter of the preceding chapters in 
Part III. My purpose here is to bring together the often diverse reactions of 
Institute participants as they considered the problems and challenges put forth 
by these speakers and by the pre-Institute survey data. 


THE PRE-INSTITUTE QUESTIONNAIRES 


The Topic III subcommittee, in looking at this triangle of the student, the 
patient, and the teacher, started right off with certain premises. One of these 
was expressed very brilliantly by Dr. Donald W. Seldin in his elequent exposi- 
tion of scholarship as the sine qua non of the educational process, as the unique 
feature of the university and an absolute essential of effective teaching (see 
Chapter 7, Section B). Many questions found their way into the pre-Institute 
questionnaire, the basic purpose of which was to try to determine in one way or 
another to what extent real scholarship—as measured primarily by investigation 
and the exploration of the unknown in medicine—is playing an important role in 
the medical schools. How much opportunity for faculty research is there and to 
what extent do faculties make use of their opportunities (Table 9.1)? How 
many research people without any clinical responsibilities of any sort are there 
in clinical departments (Table 9.2)? How highly is research rated by the admin- 
istration of the medical school, as represented by the deans and department 
heads, and by the faculty members themselves (Tables 9.3—9.6) ? 

Institute participants became familiar with the famous green “telephone 
book” prepared prior to the Institute and devoted some attention to the tables 
that relate to these problems, many of which are reproduced in these pages. Cer- 
tain interesting facts have come out of the questionnaire analyses. For instance, 
if we agree that a clinical department must provide a haven for investigators 
whose job it is, let us say, to provide a real undertone of basic scholarship in the 
department without their being saddled with any necessary clinical or teaching 
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TABLE 9.1 


DEPARTMENT HEAD REPORTS OF RESEARCH ACTIVITY BY FULL-TIME, 
PART-TIME, AND VOLUNTARY STAFF 


(Department head group; multiple response) 


Obstetrics Preven 
Extent of research & Gyne Pedi tive Psychi- 
activity Medicine cology atrics Medicine atry Surgery partments 


Per cent of full-time staff 

Periodically engaged in clinical 

investigation 
Consistently engaged in clinical 

investigation 
Periodically engaged in labora- 

tory investigation 
Consistently engaged in labora- 

tory investigation 46 47 5 3: 41 
N of full-time staff as reported by 

dept. heads 1192) (202) (530) (193) (703) (3342) 


Per cent of part-time staff 


Periodically engaged in clinical 
investigation 
Consistently engaged in clinical 
investigation 
Periodically engaged in labora- 
tory investigation 
Consistently engaged in labora- 
tory investigation 12 10 
N of part-time staff as reported 
by dept. heads (810) (225) (411) (220) 


Per cent of voluntary staff 

Periodically engaged in clinical 

investigation 
Consistently engaged in clinical 

investigation 
Periodically engaged in labora- 

tory investigation 
Consistently engaged in labora- 

tory investigation 
N of voluntary staff as reported 

by dept. heads (3444) (1411) (1345) (290) 1217) ; 9890) 


* Less than 1 per cent response. 


TABLE 9.2 


DEPARTMENT HEAD REPORTS OF STAFF 
ENGAGED PRIMARILY IN RESEARCH 
WITH LITTLE OR NO RESPONSIBILITY 

FOR PATIENT CARE 


(Department head group) 


Staff engaged pri 
marily in research 


Average 
“%, of N of dept 
full-time heads re 
Department sponding 


Medicine 3 $1) 
Obstetrics & Gynecology 20) 
Pediatrics (25) 
Preventive Medicine (12) 
Psychiatry (35) 
Surgery (17) 

Total (140) 


30 41 4 
7 8 16 
4 4 
2 6 10 
(464) (754) (2890) 
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TABLE 9.3 


DEAN REPORTS OF IMPORTANCE OF VARIOUS CRITERIA IN SELECTING 
FULL-TIME CLINICAL FACULTY MEMBERS 


(Dean group) 


All schools 


Tax-supported schools Private schools 
Criteria in full-time Nofdeans Av im- N of deans Av im- N of deans Av im- 
faculty selection reporting portance* reporting portance* reporting portance* 


Administrative ability (36) 
Board certification (36) 
Clinical experience (36) 
Clinical skill (36) 
Membership in academy or college 

of discipline (35) 
Publications (36) 
Recommendation from dept. head (35) 
Recommendation from other source (29) 
Research activity (36) 
Teaching proficiency (36) 
Other (11) 


(81) 
(79) 30 
(80) 
(80) 


(77) 
(79) 
(62) 
(81) 
(80) 
(25) 


* Averages are based on a scale where none = 1, little = 2, some = 3, and much = 4. 


TABLE 9.4 


DEAN REPORTS OF IMPORTANCE OF VARIOUS CRITERIA IN 
ADVANCING FULL-TIME FACULTY MEMBERS 


(Dean group) 


Private schools All schools 


Tax-supported schools 
Criteria in full-time N of deans Av im- Nof deans Av im N of deans Av im 
faculty advancement reporting portance* reporting portance* reporting portance* 


Ability to maintain satisfactory per- 
sonal relationships with fellow 
staff members 

Administrative ability 

Clinical skill 

Election to membership in academy 
or college of discipline 

Recommendation from dept. head 

Recommendation from other source 

Research activity 

Seniority 

Service to community 

Service to hospital 

Teaching proficiency 

Work load 


“ow 


* Averages are based on a scale where none = 1, little = 2, some = 3, and much = 4 


responsibilities, then only about one-half of our medical schools indicate they 
have such people (Table 9.7). I leave it to you whether or not this is a valid 
measurement of the degree to which scholarship is considered important. 

In my opinion, one of the basic problems of medical education in this country, 
and one we haven't tangled with in this Institute, is the place of basic scientific 
techniques in the clinical setting. Is investigation to be done by medical scien- 
tists, operating in a clinical framework, or will clinicians, themselves trained in 
the techniques of the basic sciences, be more effective investigators in clinical 
departments? What is the role of the basic scientist in the hospital setting? 

Another interesting finding from the pre-Institute investigation, as shown in 
Tables 9.39.6, is that research is rated very highly by everybody concerned in 
the selection and appointment of the faculty. But I would like to call your atten- 
tion to one thing I found in going through these tables: that research productiv- 
ity is scarcely rated higher (by almost everybody questioned) than the ability to 
get along with one’s fellows. 
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3 (43) 30 

3 (44) 3.7 
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TABLE 9.6 


FACULTY OPINION ON ACTUAL AND DESIRED IMPORTANCE 
OF VARIOUS CRITERIA FOR ADVANCEMENT 


(Faculty group) 


Actual importance Desired importance 
Criteria for advancement Average Average 
as cited by faculty N rating* N rating* 


Ability to maintain satisfactory per 
sonal relations with fellow staff 
members 

Administrative ability 

Clinical skill 

Membership in academy or college 
of discipline 

Publications 

Research activity 

Seniority 

Service to community 

Service to hospital 

Service to medical school or univer 
sity 

Teaching proficiency 

Work loac 

Other 


* Averages are based on a scale where none 1, little 


TABLE 9.7 


SCHOOL REPORTS OF CLINICAL FAC- 
ULTY MEMBERS ENGAGED PRI- 
MARILY IN RESEARCH 


Participants Group 


Faculty engaged primarily 
in research 


Average \ of schools 


number of indicating 
Region and su faculty such faculty 
of school members members 
Northeast 
southeast 
North Central 
South Central 
West 
Tax supported 
Privately supported 
Total U.S. schools 
Canadian and other 
Grand total 


| would agree, as the head of a clinical department, that having people who 
can get along with their fellows is extremely important for the peace of mind of 
the department head, but my own personal experience is that intellectual bril- 
liance and equanimity in interpersonal relationships do not always go along to- 
gether. And if we are going to rate diplomatic talents as highly as scholarly at- 
tainments in clinical departments, I submit that mediocrity may be the result. A 
university is the one place where we have to be able to tolerate eccentricity, pro- 
viding it is coupled with brilliance. I don’t believe personally that clinical de- 
partments are any different from any other part of the university in this respect. 


THE INSTITUTE DISCUSSION GROUPS 


The importance of scholarship 


Dr. Seldin’s talk, as the reader has seen in Chapter 7, presented the thesis of 
the prime importance of scholarship, which he expressed to us the first day we 
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1586) 32 1658) 32 
1544) 1638) 29 
1878) 33 1662) 37 
(1522 28 1628 27 
1586) 1668 2° 
(1503) 31 1604) 
(1576) 30 (1647 26 
1530 21 1633) 25 
(1552) 28 (1641) +0 
1558) 3.2 1654 
1581) 1682 
1495 26 1562 29 
79 +1 81) 27 
2, some 3, and muct 
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got together in our subcommittee; this led to the formulation of some of the 
survey questions designed to search out the extent to which we really believe in 
scholarship as the most important item in the effectiveness of the faculty. Dr. 
Seldin sets very high store on this point, and in the report of the discussion group 
of which he was chairman, the definition of a clinical teacher comes through as 
“a distinguished medical scientist.” I think this might very well be set up as an 
ideal definition. But as one reads through the rest of the reports and the dis- 
cussions of many groups, it is very clear that although certainly some clinical 
teachers should be considered distinguished medical scientists, there are many 
who could not be characterized in this way but who still are very effective for 
many other reasons. Diversity seems to be one of the essentials of an effective 
clinical teaching staff. 

These ideas of Dr. Seldin certainly sparked a great deal of thought and con- 
troversy that made the third day’s round tables interesting. There was a great 
deal of discussion as to what extent the clinical teacher is a scholar, and to what 
extent the student is a scholar—or can he be made one at all? From this emerged 
the recognition that there is great diversity in the characteristics of students, just 
as there is in the various careers upon which people embark in medicine. 


The behavioral sciences 


In this 1958 Institute, which was attended primarily by those of us who work 
in the clinical framework, there was some apparent arrogance. It was implied 
that perhaps the clinical teacher is the only one who can understand the totality 
of science in its relationship to the patient, that basic science can only be taught 
at the bedside by the clinician, that behavioral science can only be interpreted 
by the educated clinician, and that we must beware of the introduction of people 
from other disciplines into the clinical framework! Of course I am caricaturing 
some of the discussions, but I think this is a very interesting trend of thought, 
the genesis of which I am sure Dr. Thomas H. Holmes, the devil’s advocate of 
Chapter 7, will clearly recognize in the cultural bias of the majority of the par- 
ticipants who attended this particular Institute. 

On the other hand, the discussion group reports show the above attitude may 
be balanced off by a very natural human reaction: overenthusiasm for new dis- 
ciplines. This danger was pointed out by a behavioral scientist in one of the 
groups; he was worried that clinicians might expect too much of the behavioral 
scientists, and that there would be a period of great disillusionment when it was 
found that they couldn’t solve all our problems. This has been a development all 
of us have witnessed in the last ten years in relationship to psychiatry. Those 
friends of mine who are clinical teachers in psychiatry point out that they are 
frequently the ones who must combat the overenthusiasm of some of us in medi- 
cine and pediatrics for referring our patients to the psychiatrist and even for 
ascribing psychiatric causes to diseases of unknown etiology. 


Diversity in student abilities 


One of the problems of concern to many Institute participants is how to deal 
with the bright students who are at the top of the class in medical school. What 
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can you do for the exceptional student to give him a better break with our stand- 
ardized curriculum, and how do you deal with the bottom third of the class, 
which represents the students whose educability in certain areas is open to at 
least some question? 

It intrigued me that in one Institute discussion group there was very strong 
feeling that the teacher should focus his efforts on the top portion of the class 
who present the opportunity to develop outstanding people for medicine and 
perhaps for academic careers. The proponents of this idea thought the teacher 
should accept the fact that the bottom group had to go through the mechanics 
of education and, if they got through the exams, all right. 

Another group took exactly the opposite point of view and felt that it didn’t 
matter what the faculty did for the top group; they would go through school 
successfully and make opportunities for themselves. The major share of faculty 
time should be devoted to the bottom third of the class for whom teaching efforts 
can be most effective and from whom many more people could be salvaged for 
careers in medicine that would be helpful at some level. 

Nobody agrees on this, but it is quite clear that everyone recognizes the 
problem. It is very interesting to see the differences in enthusiasm about working 
with the lower third of the class. It seems particularly noteworthy that in some 
schools where research opportunities are provided for all students, some of the 
best research is done by men in the bottom third of the class, who sometimes may 
actually learn more about scholarship than the more “brilliant” ones. 

The problem of evaluation wasn’t really explored, but I am sure some future 
Institute will have to go into it. What puts a person in the bottom third of his 
class, and is he there in terms of his real capacity or simply because of the par- 
ticular standards against which he is being measured at the moment? No con- 
clusions were reached on the subject of evaluation except: you have to know 
what your objectives are before you can evaluate students. When one gets to the 
clinical years examinations certainly have very limited usefulness, since most of 
our formal examination methods test knowledge solely because this is the simplest 
attribute to test, although knowledge per se may have little relation to the devel- 
opment of maturity in communication and judgment, which are so important in 
the actual effectiveness of the clinician. 


The essentials of teaching 


A great deal of thought and discussion was given to the process of clinical 
teaching. The proposition that the methodology of approaching the diagnostic 
study of a patient is very much the same as the method used in approaching a 
research problem in the laboratory was not universally accepted; in fact, some 
people felt that this was rather a travesty on research, that such thoughts should 
not be allowed to be carried away by those who attended this Institute! How- 
ever, | think there was general agreement that development of critical observa- 
tion and critical evaluation of data—the scientific attitude, by whatever name 
you choose to call it—is basic to the medical educational process. (See Table 3.7 
in Chapter 3.) 

A lot of thought was given to isolating the essentials of teaching. What are 
the characteristics of a really effective teacher? It was agreed that there wasn’t 
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TABLE 9.8 


DEPARTMENT HEAD REPORTS OF TIME DEVOTED TO TEACHING 
THAT PROVIDES ACTIVE PARTICIPATION FOR STUDENTS 


(Department head group) 


Average © of time for student participation 


Ist year 


2nd year year 


Department Av 


Medicine 19 4 

Obstetrics & Gynecology 25 4 

Pediatrics 1439 30.7 

Freventive Medicine 27 29 2 275 

Psychiatry 5 157 234 

Surgery ) 19 9 42 4 
All departments 50) 19.5 320 33 8 


4 
5 
2 
6 
1 
3 


* N’s used in computing averages are the numbers of individuals who reported that some time was assigned to their 
departments each year and who indicated percentages of that time devoted to teaching in which the student 
participates 


actively 
any one characteristic but that the scholarly attitude and the degree to which the 
teacher could make the student an active participant were important (see Table 
9.8). Even as a lecturer, the teacher can make a student a participant just by 
the drama with which he may be able to present his subject. Inspiration and 
enthusiasm, once you have the intellectual quality, are very important. Dr. Dana 
W. Atchley, with his gift for turning a neat phrase, suggested that perhaps med- 
ical schools should study “the epidemiology of inspiration” in relation to their 
faculties. 


Student responsibility 


The problem of responsibility also came in for a good deal of discussion. How 
far does it go? It is quite clear, I think—this was one of our premises in structur- 
ing the pre-Institute questionnaires—that student responsibility in the care ot 
patients is essential to effective clinical teaching. For this reason there were a 
number of questionnaire items that relate to this in one way or another (see 
Tables 3.4 and 3.5 in Chapter 3). 

It is disturbing to find, as one reads the analysis of the questionnaire material, 
that in as many as 20 per cent of our teaching hospitals the student’s work is not 
an official part of the records of the hospital where he works, and neither are his 
laboratory work, his history, nor his physical examination (Table 9.9). In some 
of the discussion groups this question was brought up, because it seemed to most 
people rather elementary that any kind of teaching with patients that had a 
make-believe element to it could never be as effective as the real thing. But there 
are apparently still some differences of opinion on this matter. 

A second point in relation to student responsibility that emerged was that 
student responsibility extends beyond the mere field of patient care to scholarly 
responsibility. Utilization of the accumulated experience of medicine in the 
literature is an important responsibility that the student should be made to 
shoulder in as natural a way as responsibility for the actual care of the patient, 
but it was felt that this could best be encouraged by emphasizing this responsi- 
bility in relation to the care of the student’s own patient. 

Finally, a very interesting point came out in one of the groups about the 
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4th year All years 
CC N* Av N* Av N* Av N* Ay 
(71 81 71) 87 2 2% 71.3 
(63) 58 63) 88 0 “48 
62 72 (64 87 7 194 414 
39) 38 706 154 9 
(60 59 (58 80 9 234) $5.1 
48) 46) 89 2 152) o4 
(343) 66 340) 848 1153) 65 6 


TABLE 9.9 


DEPARTMENT HEAD REPORTS OF STUDENT WORK THAT BECOMES 
PART OF OFFICIAL PATIENT RECORDS 


(Department head group 


For each type hospital: ©) of department heads indicating 
disposition of student wor 


Work not Not in Part of Only N of deyt 
done by ollicial official official No heads using 
Type of hospital students record record record response hospital 


Student history taking 


University 

County-Municipal (tax supported 
Voluntary ‘nouprout 
Community (ronprolit 
Proprietary (profit) 

Specialty 

Health depts 

Veterans 

Military 

Other 


Student 


University 

County-Municipal (tax supported 
Voluntary (nonprofit 

Community (nonprofit 
Proprietary (protit) 

Specialty 

Health depts 

Veterans 

Military 

(ther 


University 

County-Municipal (tax supported 
Voluntary (nonprofit 
Community (nonprofit 
Proprietary (profit 

lalty 

Health depts 

Veterans 

Military 

Other 


* Excluding departments of preventive merlicine 


problem of students who are too conscientious in the clinic. The fact that a 
student has to be thrown out of the hospital at 2:00 o'clock in the morning 
throughout his clinical clerkship is not necessarily an indication that he is the 
best student, although he might appear so in the eyes of the residents. This 
behavior might very well be a substitute for more taxing intellectual efforts at 
home or in the library. However, it was pointed out that in this group of stu- 
dents, who perhaps are the doers as opposed to the thinkers in medicine, one can 
find different types of people. Some of the best students might very well choose 
to work in this way in their clinical programs. 


Techniques in clinical teaching 


There was quite a bit of discussion about the techniques of clinical teaching. 
I was surprised to see that the grand correlative exercise in clinical teaching of 
a didactic sort, either the CPC or the correlated basic science clinical exercise, 
took quite a beating in most of the discussion groups, despite their high ratings 
in the questionnaire responses (Table 9.10). | think the criticisms of the CPC 
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TABLE 9.11 


SCHOOL REPORTS OF STATUS OF VARIOUS TYPES OF 
CLINICAL TRAINING PROGRAMS 


(Participants group) 


Schools indi- 
cating dura- 
tion of program 

Elec- N Average 
Program Required tive N years N 


"| of schools indicating status of program 


Nonacademic externship 
Preceptorship 
Substitute internship 
Home care program 


TABLE 9.12 


OPINION OF DEANS AND DEPARTMENT HEADS ON VALUE OF 
VARIOUS CLINICAL TRAINING PROGRAMS 


(Dean and department head groups) 


Little or Some Much No re 
Program Harmful no value value value sponse 


™ of 81 deans 
Nonacademic externship 

Preceptorship 

Substitute internship 

Home-care program 


Nonacademic externship 
Preceptorship 
Substitute internship 
Home-care program 


were largely criticisms of pathology, as it has tended to develop in hospitals, 
rather than of the exercise itself. Where correlated basic science teaching has 
been tried at a clinical level, by and large its success has not been very great, 
and often it has been abandoned. 

There was some consideration of the mechanisms of bringing the clinical situ- 
ation into focus; some new ideas and some old came up. (Tables 9.11—9.13 re- 
port fact and opinion on some clinical training programs as revealed by the 
pre-Institute survey.) Preceptorships were the subject of considerable Institute 
discussion which, of course, ended up with the conclusion that these are as useful 
as the preceptors. One problem is how to select the preceptors, but one of the 
worst problems is how to get rid of a preceptor once selected if he turns out to 
be a bad one. 

There was no disagreement about one practice—externships taken by students 
in order to earn money outside of school hours. These were universally con- 
demned more than was to be expected from the pre-Institute questionnaire anal- 
ysis. But then the discussants were left up in the air because, in the first place, 
the school cannot legislate what a student does out of hours; and in the second 
place, unless the school provides some other means of gainful and constructive 
employment to relieve the financial problems of the medical student, we won’t 
get anywhere in dealing with this problem, which apparently is very severe in 
some schools. 
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TABLE 9.13 


SCHOOL OPINION ON VALUE OF VARIOUS CLINICAL TRAINING 
PROGRAMS ACCORDING TO CURRENT UTILIZATION 

OF PROGRAM 

(Participants group) 


Non- 
School evaluation of ac ademic Precep Substitute Home-care 
each program externship torship internship program 
% of schools using each program 
Harmful 20 0 0 0 
Little or no value 20 5 0 0 
Some value 20 58 06 62 
Much value 40 $2 4 3s 
No response 0 5 0 7) 
N of schools using program 10) 19 29) 16) 
of schools not using each program 
Harmful! 46 12 2 
Little or no value 23 0 4 45 
Some value 1 47 6 ‘8 
Much value 0 0 22 s 
No response 12 i! 18 ” 
N of schools not using program (09) 60) (50) 63 
©] of all schools (N =79 
Harmful 43 9 0 ! 
Little or no value 23 24 15 27 
Some value 19 49 47 43 
Much value 5 s 27 14 
No response 10 10 1 15 


Home-care programs really didn’t get a good going-over. Personally I hope 
very much that they will come in for more study at future Institutes, because I 
think everyone who did consider them agreed they have much to offer. In terms 
of a natural opportunity for giving a student maximum responsibility and con- 
tinuity in the care of an individual patient, and perhaps maximum opportunity 
to see in operation those forces with which the behavioral scientist is particularly 
intrigued, these programs have much to recommend them. The economic and 
organizational problems of these programs are equally great, and in terms of 
“setting” there could be a whole session on the Setting of Home-Care Programs 
at some subsequent Clinical Teaching Institute. 

In connection with the above discussion of various clinical training programs, 
the following tables that appear elsewhere in this report may be of interest: 
Table 1.1 in Chapter 1, and Table 5.8 in Section B, Chapter 5, and Tables A.55- 
A.58 in Appendix A. 


The patient 


The fact that patients are changing was recognized, and this has important 
effects on the process of clinical teaching. A good deal of attention was paid to 
the fact that patients are medically much more literate than they used to be, and 
that medicine has become one of the most popular topics for dinner-table con- 
versation. The numerous features on medical subjects in magazines and news- 
papers increase public awareness. This is not necessarily a bad thing, for it puts 
the student and the teacher on their mettle. They cannot adopt the authoritarian 
attitude they used to with indigent patients, with whom they could not commu- 
nicate on a social, cultural, or intellectual level. In ending his report, one of the 
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recorders quoted Thurber’s Fables for Our Times in this connection and noted 
that “little girls are not as stupid as they used to be.” 

Dr. Thomas H. Holmes raised a mushroom cloud at one general session, as 
Institute participants and readers of Chapter 7, Section C, all well know, but 
strangely enough his comments didn’t generate as much discussion as I would 
have expected. His message, that the cultural and social environment colors the 
thinking of everyone concerned with the patient-care process, is recognized, but 
how to apply this in medical education was not tackled as vigorously as it per- 
haps might have been. 

One very interesting point that came out of this part of the discussion, for me 
at least, concerned communication with the patient in an interview. The inter- 
view, which is the fundamental method for study of a patient, is something that 
has been taken too much for granted in the past. The ice is breaking, and schools 
are beginning to examine what it is that goes into the interview, what its tech- 
niques are, and how to use it in instruction at a far more basic level than the 
conventional business of making the student memorize the form he must follow 
in history taking as part of a course in physical diagnosis. At the University of 
Rochester, apparently a study of interviewing technique has been a very basic 
tool, almost a laboratory exercise in behavioral science teaching as it relates to 
the clinical program. At the universities of Oregon and Virginia, rather critical 
studies of interviewing are also being made. I am sure this is going on elsewhere 
too. 

These indications are, I believe, the beginning of the scientific approach to 
some of our most sacred procedures in clinical medicine; subjecting them to 
critical scrutiny, teaching people a new kind of thinking, a “look at how one 


relates to his patient and gets the information upon which all the rest of clinical 
medicine has to be based.” That this has begun is a very healthy sign. 


FINAL COMMENTS 


At the afternoon general session for Topic III, we were privileged to have Dr. 
J. Philip Sandblom of the University of Lund in Sweden speak to us on clinical 
teaching in the European system of medical education, a paper that has been 
reproduced in its entirety in the preceding chapter. We owe a deep debt of grati- 
tude to Professor Sandblom for this very lucid comparative study of the educa- 
tional systems in two cultures, with both of which he is quite familiar. | would 
like to express for myself, for the Committee, and for the Institute as a whole, 
our thanks for the frankness and clarity with which he discussed these problems, 
and for the very real contribution he made to the discussion groups. 

Now, as usual in reports on anything related to medical education, one of the 
discussion groups ended on a final note that will be of great comfort to the deans 
in this reading audience, namely, that there is no deficiency in the scholarly atti- 
tudes of the faculty nor of the students that a few million dollars won't cure. 


PART IV 


Extramural Forces Influencing 
Medical Education 


Chapter 10. Other Disciplines Look at Medicine (A Symposium) 


A. A Philosopher Looks at Medicine 
by Charles Frankel 


B. An Economist Looks at Medicine 


by Seymour E. Harris 


‘. A Behavioral Scientist Looks at Medicine 


by Ralph W. Tyler 
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Introductory Note to Part IV 


A significant tradition throughout the series of Teaching Institutes is the 
practice of inviting spokesmen for other disciplines to appraise current practices 
and procedures in medical education from the perspective of their fields. Perhaps 
even more effective than the incisive formal presentations that are usually made 
are the discussions that later occur—during round-table and general sessions 
and informally during free periods—among medical school participants, the 
speakers, and other representatives of their disciplines. 

These opportunities to exchange ideas and information have visibly affected 
the medical educational scene in recent years. Notable examples are the intro- 
duction at many medical schools of new offerings in genetics, growing out of the 
1954 Institute, and the development of an ever-increasing interest and involve- 
ment in research on various psychological and sociological aspects of medical 
education, growing out of the 1956 and 1957 Institutes. 

In their study of the kaleidoscopic status of clinical medical education, the 
1958 Institute participants gathered into their purview the reflections of a 
philosopher, an economist, and a behavioral scientist, who stimulated awareness 
of difficulties that are evolving as a result of the interaction among scientific, 
social, and economic developments. Many participants were incited thereby to 
reconsider any entrenchments in their own views. All three papers appear here 
in Chapter 19. 

Dr. Charles Frankel, in the role of philosopher without portfolio, takes up 
Dr. Dana W. Atchley’s caduceus and discusses the responsibility of medical 
education to develop scientists with “good taste.” He gives firm support to the 
conceptual achievements that specialization represents, chiding self-conscious 
apologists who view advancement with alarm. 

Dr. Seymour E. Harris flashes a revealing beam on a variety of economic 
issues that impinge upon medicine, and through medicine upon society. The 
light is not soft; it makes no pretense at enhancing the complexion of events, 
and in the discussion that followed his presentation (see Chapter 11) it is ap- 
parent that different lenses cast different effects. 

Dr. Ralph W. Tyler summarizes the social psychological, sociological, and 
educational problems that behavioral scientists are dealing with which are rele- 
vant to issues in medical education. These problems are not always immediately 
apparent to those whose awareness of the behavioral sciences generally results 
from developments in psychiatric and psychobiological experimental areas. 

The difficulties medicine is having with respect to defining the roles of the 
behavioral sciences in the education of the physicion are evident in the discus- 
sions from the floor that are reproduced in Chapter 11 following the papers by 
the three speakers. Some of the difficulties grow out of failures to distinguish 
between philosophical concepts of humanitarianism and scientific problems of 
human behavior that deal with the effects of social and psychological events on 
the health of the organism. Other difficulties arise from the need to distinguish 
basic from applied research and the concurrent necessity that both be fostered 
in the interest of advancement of understanding. 
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CHAPTER 10 A Symposium 


Other Disciplines Look at Medicine 


A. A Philosopher Looks at Medicine 


BY CHARLES FRANKEL 
Professor of Philosophy, Columbia University 


T Is WitH mixed emotions that | address an audience of medical teachers. My 
first emotion is the emotion of the worm when he turns: all my life doctors 
have looked at me. This is the first time I have been asked to look at doctors, and 
there is a kind of malicious pleasure in the prospect. But the pleasure is spoiled 
by the fact that, although I have searched my mind rather hard to think of some- 
thing solid and systematic and really “philosophical” and impressive to say, | 
don’t think I have anything to say that most laymen might not say. 

But this may have its own worth, for there are certain problems that impress 
any layman when he faces, not simply individual doctors, but the organization of 
American medicine today. And there are certain problems that affect university 
professors when they notice what medical schools are doing in the way of educa- 
tion. Most university faculty members I know look with considerable envy and 
admiration at the rather remarkable teaching that goes on, so it seems to us, in 
medical schools. I think medical teachers show considerably more interest in the 
problems of education than do professors in the graduate schools or perhaps even 
professors in undergraduate colleges. 

I also feel a certain amount of embarrassment. My ignorance of the special 
problems of clinical teaching is too complete to be called even profound. The 
worst thing of all, of course, is that I have limited time. If I had more, since I'm 
a professional philosopher, I could cover my ignorance. That is philosophy’s func- 
tion very frequently. 

The definition of philosophy, of course, is itself a problem. It has been defined 
by some professional philosophers as a disease—which would seem to make it a 
proper object of the physician’s attention. But I think philosophy is distinguished 
for its interest in two distinctive sorts of questions. The first is the nature of the 
intellectual methods employed in any discipline or profession, and the second has 
to do with the question of values. 

In this paper I want, as best I can, to look at medicine from this point of view. 
I want to ask about the extramural forces, as it were, that seem to me to play 
upon medicine—forces that affect the methods of doctors and forces that affect 
the values doctors have. 


PRACTICE vs. THEORY 


First, let me mention just a few things about medical methods. A good deal has 
been said about the question of whether medicine should be regarded as a science 
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or as an art, as a matter of theory or a matter of practice. That is a very old 
question about medicine. 

Doctors have always seemed like alchemists to philosophers, and philosophers, 
who have relatively little practical influence in the world, frequently envy doctors 
who seem to have so much, and wonder how they get their results. Is it art? Is it 
science? Is it magic? What is it? But I note that you, too, have asked these ques- 
tions. So I should like to say just a few things about this issue as it looks to one 
patient of many doctors. 

I think the problem can best be put as a problem about the relationship be- 
tween theoretical questions that aim at abstract generalizations for answers and 
practical judgments that have to be made about individual cases. There is surely 
a distinction between the kind of judgment we make when we arrive at a theoreti- 
cal conclusion and the kind of judgment we make in practical affairs. I think 
everyone can see that two sorts of talents are involved and that the two are not 
necessarily or always connected. 

The experimental psychologist may be a terrible novelist, as one at Harvard 
has taken the trouble, I think, to demonstrate. In practical dealings with particu- 
lar persons, even a very knowing psychologist may seem to be a fool. Similarly, 
a careful sociological study of the manners of a country is no substitute for tact 
and understanding in human relations, and you certainly aren’t going to learn 
tact and understanding simply by an abstract study of whether you eat with a 
knife or fork at a given level of society. 

Practical judgments, then, are different from theoretical judgments. Some 
people have a talent for one, some for the other, and most of us a talent for 
neither. But although there is a clear distinction it is important to see that there 
ought not to be a sharp separation between the two. My own feeling is that you 
need talent for either sort of judgment, and I don’t know how you acquire or 
teach the talent. But you also always need experience in either case. 

There is a kind of experience that seems to generate the theorizing mind, the 
mind that can produce the rich and fertile generalization, and there is a kind of 
experience that seems to lead to the making of sensible judgments. But in both 
cases what is required is definite experience of certain distinctive sorts. Specifi- 
cally, it must be experience that aims at the cultivation of something that is very 
rarely mentioned in connection either with practical affairs or with science. I 
mean the cultivation of taste. 

One of my colleagues, who happens to be a Nobel Prize winner in physics, once 
described his own education in physics to me. He said that he had done the first 
two years of his graduate study at an American university back in the twenties and 
then went to Germany. When he got to Germany, he discovered that the students 
there had actually covered much less material than he had in America, and 
actually knew much less physics in the sense simply of accumulated information. 
For the first six months of his stay in Germany he wondered whether he wasn’t 
wasting his time. But by the time he got back to the United States and compared 
his state of preparation and understanding with that of his American friends who 
had not traveled, he saw the difference. What he learned in Germany was some- 
thing that apparently in the twenties we were only beginning to think was impor- 
tant here. He said he had learned “taste.” 
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I take it he meant he had learned somehow a sense of what is important to 
look at and what is likely to be unimportant. Both in theory and in practice this 
sense of what is important comes with knowledge and with experience and with 
the growth of imagination. To some extent it can be encouraged by good teach- 
ing. In any event it is an essential thing that must be acquired in some way. 
Time is limited. All of us know how many wasted steps we take in solving any 
intellectual problem. The person who seems to have a knack for cutting out what 
is irrelevant, even before he can quite say why it is irrelevant, is one step ahead of 
us. And this creative sense of what is important is of equal significance whether we 
are making a practical diagnosis or trying to answer a theoretical question. 

But even more important is the point that Dr. Dana W. Atchley has made 
(see Chapter 2), probably much better than I can now. Practical judgments, al- 
though they involve the application of generalizations to individual cases and so 
involve some sense of the differences between individual cases, obviously lean on 
generalizations. But they can lean on generalizations that are either crude or 
precise, either narrow or broad. To the extent that theoretical knowledge and 
scientific training can help us to employ generalizations that are precise rather 
than vague, comprehensive rather than narrow, our practical judgments are bet- 
ter. The most important contribution that theory can make to practice—the prac- 
tical side of theory—is precisely, it seems to me, that it opens up alternatives, 
that it increases and sharpens the options that the practical judger can recognize 
to be really present in a situation. 

I stress this because I want to express my layman’s sense of what medical edu- 
cation should emphasize. There is a kind of a rule of thumb, I think, that all of 
us who are involved in education should follow. We ought to determine what our 
responsibilities are by asking a simple question: What is it that ought to be done 
and that won’t be done if we don’t do it? 

It seems to me that even if you are interested in the production of medical 
scientists and practicing doctors rather than purely research scientists, the illu- 
mination of practical judgment by giving people a mastery of theory is some- 
thing which, if it is not done in the medical school, is unlikely to be done very 
well ever again. More than this, I think that anyone in any field knows how daily 
practice acts as an enemy of the mind. It dulls the mind and beds it down in rou- 
tine. The notion that there is another alternative, that there might be a different 
way, or even that this case is unique, only comes when you have a highly de- 
veloped theoretical background and something of a theoretical flair. Theory is 
often taken to be the enemy of the recognition of the unique. But I would point 
out the obvious logical point that the unique cannot be defined or determined 
without reference to what is general. In this sense knowledge of general laws 
(knowledge of theory) heightens one’s awareness of differential factors in a 
given situation that require special attention. 

From this point of view, following Dr. Atchley, it is also my feeling that the 
special business of the medical school is the training of people to be scientists of 
taste and discrimination. Don’t fall for current siren songs which whisper (or 
shout) that you ought to teach medical students “human relations,” or this, 
that, or the next thing. I don’t think you ought to turn out doctors who are 
barbarians. I think that if you find some people in your medical school who are 
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clearly going to be nasty people—that is to say, who are going to split both 
infinitives and fees—well, get rid of them! And I think that you in medical edu- 
cation clearly do have an obligation to see that your students have well-furnished 
and versatile minds, and develop the habit of thinking of themselves as the repre- 
sentatives of a learned and civilized profession. Nothing will do this better than 
if teachers of medicine embody and enact such an ideal themselves; nothing at 
all will work if they do not. But I cannot believe that teaching people “human 
relations” as such is part of the job. I cannot believe that it is anybody’s, or any 
school’s, special job. For it does not seem to me to be something that can be 
taught as definite fields of knowledge can be taught. It is not a field in which 
there are any experts—although, of course, those who claim expertise in “human 
relations” will surely tell you I am wrong. 

But are medical schools not schools? And do not schools exist—-at least a little 
~—to save souls? There are lots of easy slogans going around in American 
education that suggest this is the case. Even though I suspect that those who 
utter them cannot really take them more than half seriously, I am a little dis- 
tressed to hear these slogans, even in discussions of medical education. 

Education, in the broadest sense, is any process that contributes to the cultiva- 
tion of skills or attitudes in a person. This process happens in the home, on the 
street, on the job, and even in schools. But an education in this sense is some- 
thing that is more often caught than taught. One can try to place the individual 
in an environment that will develop his mind and character as we should wish. Or, 
if this seems a rather large order (as it does to me), one can at least try to control 
those elements in the individual’s environment that are stunting his mental and 
moral development. Surely one can and must try to do this in a school, for it is 
undoubtedly and unhappily true that most schools human beings have managed 
to create have been calculated (or rather uncalculated) to stunt mental and 
moral development. This does not mean that we can set out to organize pro- 
grams of instruction that will give students the recipe for intellectual and moral 
growth, for I am not aware that there is any such recipe, and although the general 
value of humanistic and social studies is great, their value obviously does not lie 
here. 

In the broad sense of education, as we are using the word, everyone is an 
educator—for better or worse. Even teachers may be educators. But there are no 
professional educators. There are only professional teachers, and they have a dis- 
tinctive and special professional function to perform, a function that other edu- 
cators of the individual are not usually going to perform. They have to teach a 
discipline; they have to exercise their students’ minds; they have to pass on to 
them the habits of self-respecting intellectual craftsmanship—respect for facts, 
for precision, for lucidity, suspicion of all closed questions, love of discovery for 
its own sake. For this reason an opportunity for the individual student to do some 
independent research should be a normal part, to my mind, of a medical school’s 
program of education. 

I would add a word on behalf of something that I think is damned in many 
circles today without great thought—namely, specialization. As Whitehead and 
others have pointed out, all knowledge is specialized. That is the nature of knowl- 
edge. Our knowledge has progressed precisely to the extent that it has become 
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specialized. Specialization is not the name of something for which we should have 
to apologize. Although the separate disciplines sometimes represent sociological 
accidents, more often they represent conceptual achievements—and this is par- 
ticularly true in the physical and biological sciences. It has been found in the 
course of inquiry that it is useful to separate certain sorts of issues from other 
sorts of issues. I don’t mean to suggest for a moment that a patient is just a 
chemical problem, or just a problem for antibiotics or wtat-have-you. But if you 
wish to think systematically about the problems that a given patient represents, 
I think you have to think in terms of the specialized categories of separate disci- 
plines. 

In the end, of course, one has to weigh the relevance of each of these disciplines 
to the specific case. That is a matter of practical judgment, and this kind of 
judgment is not going to be developed by any magical educational technique. | 
know of no royal road to Rome. But there won’t be sound practical judgments, I 
am convinced, if the man who is exercising this practical judgment is not also 
well trained and disciplined in the specialized sciences. 

That leads me to one more animadversion about certain educational views 
that are apparently held in medical schools as well as elsewhere. Like many 
people, I think the object of education is the cultivation of individual powers. It 
is the training of skills, but more than the training of skills, it is the training of 
the individual to know himself, to know how to use his powers. As Aristotle 
among others pointed out many years ago, however, one doesn’t always attain a 
goal by aiming directly at it. I am not at all convinced that the educational cur- 
riculum that aims directly at personal growth attains the objective of personal 
growth. To be more blunt, I am not at all convinced that the educational curricu- 
lum that says, “We teach students not subjects,” in the end teaches even stu- 
dents. I think you teach subjects to students, and if you do not teach them some- 
thing definite you will teach them nothing at all. 

Even more to the point, I have been listening today to remarks by my colleagues 
here about conformity on the American scene. I am now speculating, but I have my 
own private hunch about one of the factors that bears on the growth of the con- 
formist mind, and that is the considerable emphasis in American schools on making 
children into individuals. Everyone now expresses his individuality by buying the 
same sports car. What I have in mind is this: if a student or a young person has 
to express his idiosyncrasy or his individuality without clear standards of what is 
expected of him as an individual, it is rather natural that he should turn to the 
external symbols of success and prestige that happen to exist. 

li he is disciplined in mind and in spirit by a discipline, however—if he has 
been taught a subject—then I think he might have a base on which to build his 
own sense of himself and of what he can do. A moral standard, it seems to me, 
can come from intellectual training. Intellectual training comes not from abstrac- 
tions about intellectual training, but from learning some definite discipline well. 


THE VALUES OF DOCTORS 


This leads me to certain remarks about the values of doctors, although, as | 
warned you in the beginning, I am talking very much from the outside and very 
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much in ignorance. Let me make some general remarks first about the problems 
that seem to me to bear on medical education and on the making of doctors, but 
are part of the general educational scene as I see it and not simply a part of the 
medical scene. 

All of us in American universities are confronted by certain fundamental issues 
that have to do with American society and American history. In the first place, 
American universities have a mixed ancestry. American undergraduate institu- 
tions in the main have an Anglo-Saxon background. Broadly speaking, Anglo- 
Saxon education is person-oriented, rather than subject-oriented. The object of 
Anglo-Saxon education is to provide a kind of social environment that is a puri- 
fied and antiseptic microcosm of the adult world. In an American college or Brit- 
ish college students go in for dramatics, for journalism, for politics, for debating. 
The only difference between these activities and those in which the adult world 
engages is that the student is never permanently hurt. He is protected while he 
learns his first steps. He is provided with a series of rehearsal situations. The 
nature of one’s education in college, broadly speaking, is that it is a rehearsal 
for the problems of life. Students learn reading, writing, and all the other things, 
therefore, that cultivated men should be expected to know. But they learn them 
as ingredients of personal development. 

American graduate and professional schools, on the contrary, are Continental 
in origin, and the Continental tradition is on the whole subject-oriented and not 
person-oriented. Informal education one is expected to pick up for oneself. For- 
mal education is the main business of the university, whose central mission is the 
maintenance and extension of the learned disciplines. The difference between 
undergraduate and graduate education is large enough to make the transition 
from one to the other a great step for most American students. They move to a 
different atmosphere and a different set of demands for which they have not 
always been wholly prepared. 

It is a problem that is part of our history. I don’t know how to solve it, nor 
do I believe that we can have colleges that are simply preprofessional preparatory 
schools. But the situation does create a number of other difficulties. For example, 
it reinforces the tendency to put one’s professional life on one side and one’s 
cultivated life, one’s civilized life, on the other. There is the ever-present danger 
that American colleges will produce dilettantish attitudes toward all learning 
except the particular field of learning in which the student specializes. The pro- 
fessional school may reinforce the self-centered notion that learning in general 
is all right if you have leisure but isn’t terribly important for professional work 
as such, 

To complicate the situation we have the obvious problems of motivation and 
background in a democratic society. We don’t have many stigmata of class in the 
United States. Education and professional status are among the very few, and 
because they are among the very few they are naturally very important as sym- 
bols of social position. This means that the great majority of the people who 
come to our colleges and medical schools undoubtedly come because they want 
money and position. I am not one of those who condemns these motives. I think 
that coming to a university because one wants money and position is a no less 
honorable motive than coming to a university because one wants to ride after the 
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hounds. I think, indeed, that if those are the student’s motives he is likely to 
apply himself perhaps a little harder than if he comes from the hereditary aris- 
tocracy. 

The love of money and position are very useful motives. However, they create, 
like any other motives, certain problems for teachers. I would say that the 
problem for the teacher in American colleges, and perhaps in the graduate 
schools or professional schools too, is to accept these motives and not fight 
against them—to turn these motives subtly to desirable ends, to make them 
quite different from what they were at the beginning. The young man who comes 
to school to be a doctor because he wants social position can leave school, if he 
is properly educated, wanting to be a doctor because medicine excites him, be- 
cause it is fun, because the intellectual life is its own reward, or because helping 
people has become second nature to him. 

Another general attitude that seems to me to affect medical education is the 
very common mistake in the United States of confusing science and technology. 
I think there are two great images in the popular American imagination of the 
scientist. The first is the inventor, Thomas Edison, and the second is the doctor, 
Martin Arrowsmith. But most doctors are not scientists and most inventors are 
not scientists. A medical school should be one place where this distinction is 
made very clear and where young doctors are made to understand that being a 
doctor does not mean that you necessarily are a scientist. It means you ought to 
be one, but training in science and training in medical trades are very different 
things. 

Now I want to come to what is really the nub of my remarks: The relationship 
of doctors to certain constellations of values that exist in the United States today. 
In most American communities, it seems to me, the doctor is the prime example 
of the learned man and of the dedicated man. His personal and social authority 
is initially very, very great. Furthermore, his authority is enhanced by certain 
other features of the American scene, which leads to the popularity of certain 
moral attitudes. One is the American cult of health. Health in the United States 
is frequently taken to be not only very important, but an outward symbol of 
inner grace, and doctors frequently encourage this attitude, not only because 
they are doctors, but because they share the cultural attitude towards health. 
This cultural attitude produces its cults. 

Another of the cults, one that disturbs me most profoundly, is the very com- 
mon confusion of mental health with moral goodness. It seems to me, as a lay- 
man, that it is possible to be mentally healthy and quite vicious. It seems to me 
possible, on the other hand, to be morally saintly and very unhealthy mentally. 
I don’t mean to say that mental ill health is a good thing for moral virtue. I 
don’t believe that. But I think that the relation between the two is a statistical 
relationship. Mental health is not the same thing as moral virtue. 

Nevertheless, the doctor, aided by this cult and perhaps aiding it to some 
extent himself, enters the house of the ordinary patient not only as a helper but 
as a moral agent. To aggravate the difficulty, furthermore, there is another trend 
that is developing in the United States. I have heard my medical friends complain 
that very frequently their patients are better informed about certain recent de- 
velopments in medicine than they themselves are. They have read all about medi- 
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cine in Life or in Time. It used to be that the weather was the major topic of con- 
versation when we didn’t know what else to talk about. I am beginning to think 
that in American society now, popular medicine is replacing the weather as a 
major subject of conversation. It is a subject that nicely mixes health, science, 
and morals. 

The doctor has really become domesticated. He is like the philosopher. His 
business is everybody’s business. But he is also the expert, and in all sorts of 
things. It took philosophers 2,500 years to get over the pretentious notion that 
they were the experts in what was everybody’s business. Everybody had prob- 
lems, but the philosophers knew the answers. It is very tempting for doctors to 
step into this role, and I think many doctors, particularly those concerned with 
problems of mental health, have stepped into this role only too eagerly. I find 
this a little irritating, and not simply because they have taken over a job that 
used to belong to philosophers. For I also think that being a generalized expert is 
irresponsible. 

The medical profession, whether it wills it or not, is a moral exemplar, a moral 
model. It is a political model, a social model. Why? I think there are two fields of 
learning that have created a major revolution in the modern world. One of the 
disciplines is physics, and the other discipline is medicine. Physics and medicine 
are remaking the social structure of the modern world. Medical people are doing 
it in all sorts of areas. They are creating problems with respect to population; 
they are creating problems with respect to old age, to the nature of work and 
play and leisure, and to a whole host of things I need not mention. 

I don’t think it is the business of the doctor to concern himself directly with 
these questions in a professional way. His business is to heal individuals, to do 
research, to plan and carry out the measures necessary to protect and improve 
the public health. But I think it important for the doctor to recognize that in the 
United States at present his authority as a doctor frequently spills over into other 
fields, that his views on matters such as mental health have political implications, 
that he is, for better or worse, a moral agent. Also I think it important for doctors 
to recognize that medicine has itself created problems, that its very success has 
created conditions that require concerted social attention and invite political 
thinking and—it may as well be said—social planning. 

Consider, for example, the phenomenon of old age. Here it seers to me that 
even if doctors have no positive ideas about the social arrangements that are 
necessary for a society in which, for the first time in history, the majority is likely 
to be over 40 years of age, they can at least refrain from the suggestion that old- 
age problems are just medical problems for which medical solutions are all that is 
needed. Unhappily—or happily—some of the issues that surround the social use 
and abuse of the old arise from the circumstance that our inherited social institu- 
tions have been shaped to meet a situation in which old age was a different sort 
of social phenomenon than it is today. To change such institutions raises con- 
troversial questions. But the problems of the aged are not completely settled 
when they have medical care—or even if adequate schemes of medical insurance 
are available to them, desirable as that may be. 

There are, in short, controversial issues which have arisen as a result of 
progress in medicine. If doctors are aware of these controversial issues, and if 


174 


some of them speak out on these controversial issues, it seems to me that they 
will perform a useful service as citizens—provided they act as citizens and not as 
pseudoscientific seers. To be specific, I suspect a great many problems will come 
to doctors in the next 20 or 30 years that they will have to say are social in 
origin. One mark of our progress in medicine, I think, is that many of the illnesses 
that will come to the attention of doctors in the future will come to them as social 
problems, problems they can’t do anything about unless new social arrangements 
are found for dealing with such issues as aging, leisure, and the like. Doctors can 
hardly afford to assume that all problems are either medical problems or incur- 
able problems. And if doctors have political and social attitudes, it isn’t incum- 
bent upon them, in a search for professional impartiality, to be silent about these 
attitudes, or to be irresponsible in the attitudes they hold. 

Medicine like education will, I think, become more involved in controversial 
political issues in the years to come. Just as educators ought not avoid contro- 
versy in politics, I don’t think it is necessary for doctors to do so either. 


B. An Economist Looks at Medicine 


BY SeEyMouR E. Harris 


Chairman, Department of Economics 
Harvard University 


ATURALLY ECONOMISTS ARE interested in medicine. Medicine absorbs part of 
the annual output of resources, and since resources are limited, economists 
want to see them utilized most effectively. 


Growth of medicine in the economy 


As an economy becomes richer, a tendency to use a larger proportion of income 
on services develops, particularly for such services as medicine and education. 
The most elementary needs are more easily met, and therefore a larger surplus 
becomes available for these services. Actually, from 1929 to 1956 the increase in 
expenditures for medicine from private sources has roughly kept up with in- 
creases in the amount of disposable income and has just failed to keep up with 
the total Gross National Product. The rise of outlays for medicine has in fact ex- 
ceeded the increase in consumption. This is a reasonably good record; however, 
in view of the fact that Gross National Product rose from $104 to $415 billion in 
this period, one might well have expected an even larger relative increase in pri- 
vate outlays for medicine. In addition, there have been large increases in govern- 
ment expenditures on medicine. 

I am reasonably sure that the increased spending for medicine can be asso- 
ciated with the increased recourse to insurance, to prefinancing. At present more 

. than $3 billion are paid annually into insurance programs, and these outlays ac- 
count for roughly one-quarter of the total of private medical expenditures. About 
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one-half of all hospital expenditures are paid in this manner, and about one- 
quarter of the income of physicians is thus financed. In providing prefinancing, 
the medical groups have been able to compete with the growing popularity of 
postfinancing in other areas, for example, housing and automobiles. As credit in- 
creases in these areas, total outlays also tend to expand, and these particular 
forms of expenditure attract an increasing share of National Income. 

As the popularity of medical insurance spreads, we can expect larger outlays 
for medicine thus financed. Possibly, also, the time will come when medicine will 
compete with housing, travel, automobiles, and television sets in providing post- 
financing. To some extent, of course, the patient now pays after the service, but 
it is an unusual type of financing in medicine. Why, for example, could not medi- 
cal services, including physicians, tap an improved organization for financing 
large medical bills not covered by insurance through installment postpayments? 

Postfinancing may be especially effective as a means of financing medical and 
health education generally. In these fields costs are high, training occurs at rela- 
tively advanced ages, and unless the quality of education is to be reduced, sub- 
sidization becomes necessary. A program of loan financing might be very useful, 
especially since it may be estimated that the lifetime income of a physician grad- 
uating today should be of the order of a million dollars or more even without any 
inflation. Roughly 1 per cent of the lifetime income would finance a medical edu- 
cation, at least the four or five years of medical school plus financing charges. So 
far the medical schools have done surprisingly little in this area. 


The rise of income in medicine 


Incomes are much higher in medicine than they used to be. For example, since 
1929 the income of physicians has increased from less than $1 billion to $3.3 bil- 
lion, and since the thirties average income has trebled. Expenditures on private 
hospitals and sanatoria is up from $403 million to $3450 million, or an increase. 
of 7.5 times. 

How does one explain these large rises? Obviously, there has been an impor- 
tant increase of demand, in part reflecting the higher incomes and a resultant rise 
of discretionary expenditures. In part other explanations are relevant, for exam- 
ple, the improved financial mechanisms like insurance, the increased number of 
aged and the concomitant rise of degenerative diseases, the increased demands of 
the military, and so on. The latter, of course, is reflected in public expenditures 
on medicine. 

Another factor of some importance is the large rise in prices for medical serv- 
ices, which in part reflects demand, of course. A hospital bed that cost about 
$4.00 in 1918 now costs about $25.00. Since 1946 the rise in the price of medical 
care has been one-third greater than that in the general price level. The increase 
was 57 per cent against a 43 per cent rise in the general price level. Why this 
large increase in prices? Obviously, one explanation must be that the supply has 
not responded to the demand at a pace equal to similar responses in the rest of 
the economy. In this particular comparison, we eliminate the inflationary factor 
that affects all services and commodities. 

As demand has grown, it has tended to spend itself on higher rates of pay. 
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This is true not only of doctors, but also of the other members of the team— 
nurses, technicians, and others. A partial explanation lies in the fact that in a 
full-employment economy relatively low-paid workers tend to get dispropor- 
tionate increases. In general, workers in the medical field were paid relatively 
low salaries until the emergence of a full-employment economy. Though there 
has been a substantial rise in the numbers of nurses and other workers in this 
field, the rise has not been large enough to prevent a very substantial increase in 
relative rates of pay. 

The supply of physicians has also been a bottleneck to some extent. There is 
much disagreement concerning the need for additional doctors. It is almost uni- 
versally believed that the supply of doctors should be increased in proportion 
with the population. But there are many who believe that the increase should 
even be greater. It should be noted, on the one hand, that an aging population 
puts an increased demand on doctors, as do the demand of the military services 
and the spread of insurance that results in larger expenditures on medicine. An- 
other factor is maldistribution of physicians, with possibly excessive supplies in 
some areas and great deficiencies in others. Many areas, the South for example, 
could use many more doctors. Recently one area with a population of one mil- 
lion did not have a single obstetrician, pediatrician, or psychiatrist. Again, in 
special fields like psychiatry there are serious shortages. 

Against these additional needs, we should, of course, put the increased efficien- 
cy of medical services. The physician, to a greater extent than formerly, uses the 
other members of the team. Great advances in the development of wonder drugs 
have cut down the number of days required to recover from many illnesses, as 
well as saving many lives. Other revolutionary changes in medicine are reflected 
in the shorter stays in hospitals. Improvements in transportation have made it 
possible, according to some estimates, for doctors to see twice as many patients 
as they could have a generation ago. 

These are all factors that point to a rise of productivity in medicine and 
should help to explain the increased income not only of doctors but also of 
nurses and others. As output per man-hour rises, we see higher incomes at a 
stable price level. Of course, we might thus explain to a considerable extent the 
increase of the income of doctors from, say, $5,000 in the thirties to more than 
$15,000 today. This is a rise that matches, and perhaps more than matches, the 
increased income of the general population, a result that is rather unique in the 
professions. 

I am not at all sure that the rise of productivity in medicine matches that in 
the manufacturing industries, particularly the leaders in this area. For example, 
the degenerative diseases are much more important now than formerly. To an 
outsider, the output per hour does not seem substantially greater here than it was 
before. If we are to judge results in terms of the number of cures, the results are 
probably not remarkable, though in many instances patients are made more com- 
fortable and lives are prolonged. Furthermore, physicians in general cannot use 
machines in the manner of the assembly line in manufacturing industries. Medi- 
cine is mainly a service industry where the doctor, the nurse, and the others have 
to continue to give just as much time as they did before. Hence, I am inclined to 
conclude that the rise in incomes of physicians, nurses, and other health person- 
nel is explained in part by the rising productivity of the rest of the economy, 
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and not merely by the increased productivity in the health professions. Increased 
income and spending of the highly productive employments has resulted in 
higher incomes in other fields. 

In this connection, we should note that the proportion of doctors to population 
is roughly unchanged over a generation. In manufacturing, where man-hour out- 
put rises by 2 to 3 per cent year after year, the result tends to be a reduction in 
the number of workers in relation to a given output. In medicine, a relatively un- 
changed number of doctors in relation to population gives an increased number 
of services. Rising incomes and insurance contribute to an increased demand, 
met not by a rise in the ratio of doctors but rather by a response in productivity. 

I would conclude—with inadequate evidence to be sure—that productivity in 
the medical field, in part because it is a service field, has not risen as much as 
productivity in the total economy. I therefore also conclude that the gains of in- 
come in medicine are not entirely the result of a rising productivity—that is, a 
rising output per man-hour—but are to some extent due to a failure of supply to 
stay up with the increased demand. 

I realize that measurement of the product is indeed difficult; one measure 
might be the number of patients treated per hour, not a very satisfactory 
measure; another might be lives saved, or number of man-years of lives saved, 
not an easy measure to obtain; another might be days required to achieve a 
cure; and still another, some measure of elimination of discomfort. Obviously a 
precise measure is not possible. 


Wastages in medicine 


In all economic activity, there is a certain amount of waste. This is true in 
medicine as elsewhere. When one considers the allocation of expenditures—for 
example, $2 billion or more on drugs and appliances—one is, of course, also im- 
pressed by the fact that a substantial part of these expenditures is wasted. Any 
physician will attest to this, and any layman who listens to the advertising of the 
so-called differentiated products will also realize that there is much wastage here. 

One of the most serious sources of waste lies, of course, in the excessive amount 
of time spent in hospitals and treatments because of the availability of insurance. 
These practices have created a serious problem in voluntary prepayment insur- 
ance. The hope was that insurance would make it possible for many more 
people to obtain necessary medical treatment by spreading the costs over long 
periods of time and to accompany this with the subsidization of the sick by the 
well. Indeed, on the whole, insurance has had a very helpful effect. But unfortu- 
nately the costs of hospital care have been going up at a very rapid rate—5 or 10 
per cent per year, a rise explained partly by the fact that, since no additional 
payments, or relatively small additional payments, are required to obtain hos- 
pital service, patients tend to go to hospitals in much larger numbers than before 
the spread of insurance. The results are partially explained by real need and in 
part by the peculiar pricing system used. 

Doctors are in part responsible for the excessive use of hospitals. They often 
yield to the whims of a patient, and sometimes they are quite frankly accused of 
sending patients to the hospital because they have a better opportunity to collect 
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their own bills if insurance covers costs. Another waste here stems from the prac- 
tice of charging higher fees for insured patients than for others. There is evi- 
dence, for example, of a woman who was supposed to pay $100 for an operation, 
of which her payment would be $15, but when the doctor discovered that she was 
insured, he increased the charge to $150. The Equitable Life Insurance Company 
reported an instance where they were charged $2,500 for an operation, even 
though the annual income of the insured was only $2,500. A study of the Michi- 
gan State Medical Society showed that only 14 per cent of those not insured 
were in a hospital in a particular year; but of those who had commercial insur- 
ance, 30 per cent were hospitalized, and of those who were insured under the 
Blue Cross, 36 per cent were hospitalized. A report for the nation based on cen- 
sus materials for the year ending September 1956 showed that for the population 
14 years and over, 115 per 1,000 persons were hospitalized, although there were 
only 79 per 1,000 uninsured persons. Of those with insurance, 9 per cent had 
operations in one year; those without, only 5 per cent. These differences of course 
reflect genuine need satisfied for those with insurance, as well as waste. 

It is clear now that the costs of the various insurance programs are becoming 
a deterrent to their successful operation. The costs to the intermediaries are now 
in excess of $600 million, with the Blue Cross paying out in benefits roughly 90 
per cent of income, the Blue Shield 82 per cent, and commercial companies 84 
per cent for group insurance and 53 per cent for individual insurance. 

A continued rise in rates has resulted in protests from many areas and strong 
pressures from state insurance commissioners to cut costs. The consumer de- 
mands more representation; Blue Cross and Blue Shield demand that the hos- 
pitals charge on the basis of scrutinized costs. They also demand that their 


clients should be protected from paying the costs of indigents not adequately 
financed by government. Insurance companies, county medical societies, and the 
consumers all demand of the doctors that they use much greater restraint in 
sending patients to hospitals. All interests are agreed that a large proportion of 
the days now spent in hospitals could just as well be spent in nursing homes or 
at home. 


Complementarity 


Any large program in the field of medicine, as in any other field, will result in 
unfortunate bottlenecks unless provision is made to provide the personnel and 
facilities that are required by the new program. Sponsors of the British Health 
Insurance Program, for instance, made a serious error in introducing a national 
program without taking adequate measures to provide the personnel and facili- 
ties, equipment and drugs, that would be required by such a program. Obviously, 
if a program tends to divert much larger resources into medicine, it becomes 
necessary to make sure that the additional sums of money are not wasted in 
rising fees and prices rather than in increased services. 

Our own medical insurance programs suffer to some extent from the same dis- 
eases as the British. We have experienced shortages of hospitals, which to some 
extent have been corrected under the Hill-Burton Act. We have had shortages of 
medical schools, medical students, physicians, and other health personnel. Again, 
expenditures on medical research have increased at a very remarkable rate. 


129 


According to a U.S. Department of Health, Education, and Welfare (HEW) re- 
port, The Advancement of Medical Research in Education, the rise of medical 
research expenditures is from $88 million in 1947 to $330 million in 1957, and 
somewhat more than half of the total goes to universities and other nonprofit 
organizations. The total for university medical schools and other nonprofit labo- 
ratories is, according to this estimate, $165 million." 

Obviously with this tremendous growth in research expenditures, a large part 
of which is contributed by the federal government, there should also be provisions 
for the required complementary agents: doctors, technicians, laboratories, and 
the like. The Hill-Burton Act and the Medical Facilities Act have helped to some 
extent, but there are shortages of research workers and also of M.D.’s who are 
willing to give up remunerative practice to become research workers and teach- 
ers. Actually the high income of physicians in private practice makes it more 
difficult, not only to obtain research talent, but also to man the medical schools. 
The literature reveals increasingly frequent comments from experts to the effect 
that the large funds made available for research tend to have an unfavorable 
effect upon teaching. 

In the area of research in medicine, the Congress is even more generous with 
funds than the Administration. Generally the congressional appropriation com- 
mittees prune the estimates of the Administration, but where medical research is 
concerned the average congressman, fearing degenerative diseases, tends to in- 
crease the appropriations above the estimated needs of the Administration. But 
they are not as willing to provide the complementary agents that are necessary 
to make the research expenditures effective. 


The medical school and its problems 


This naturally leads me to the problems of the medical school. In some re- 
spects the medical schools are well off. With about 1 per cent of all the students 
in American institutions of higher learning, they control about 10 per cent of en- 
dowment and endowment income. Many college administrators have told me 
that it is easier to get money for the medical school than for any other school. 
Yet medical deans face serious financial problems. The cost of a medical educa- 
tion is high. An over-all look at the teaching budget and the number of under- 
graduates suggests a cost of about $4,000 per student. But it has been shown by 
a number of first-class investigators (including Deitrick, Berson, and Carroll), 
and also by the Emory University study, that the problems are not as simple as 
thus indicated.? In estimating costs per undergraduate, one must also allow for 


1 Pages 24-5 of the HEW study. 


2 Deitrick, John E. and Berson, Robert C. Medical Schools in the United States at Mid- 
Century (New York: McGraw-Hill Book Co., Inc., 1953), chaps. v and vi. 

Carroll, Augustus J. A Study of Medical College Costs (Evanston, Illinois: Association of 
American Medical Colleges, 1958). 

References to the Emory University pilot study are from their publication Analysis of Ex- 
penditures, Medical Education Program (Part I, 1954-55). The study is also described by 
Knott, Leslie W., Gooch, Marjorie, and Hilliard, Hugh E. “The Cost of Medical Education: 
A Pilot Study,” J. Med. Educ. 33, 1958, pp. 429-44, 
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the large number of graduate students, postgraduate students, medical services, 
and research provided by the medical schools. 

It is clear, for example, that research funds, however necessary they are, 
should not all be allocated to the teaching budget. Outside projects particularly 
are often not closely related to teaching needs. There are also questions as to 
whether the house staff instruction should be applied to the teaching budget. For 
example, Emory University’s pilot study shows that if all expenditures, inclusive 
of house staff instruction, patient care, and research, were allocated to the teach- 
ing budget for the medical undergraduate, the cost would be $3,770 per student.* 
But if all house staff instruction and research, general funds only, were allocated, 
the costs would be $3,225; with 20 per cent of house staff instruction and all re- 
search funds, $3,139; with 20 per cent house staff instruction and research, gen- 
eral funds only, $2,594; with no house staff instruction and all research funds 
$2,981; with no house staff instruction and research, general funds only, $2,436. 
Similarly, the Deitrick and Berson studies showed that, if one allowed for the 
services of the faculty to hospitals and the like, the total amount to be allocated 
to the teaching budget would be considerably reduced. 

When an adequate allowance is made for the amount of time devoted to re- 
search that is not closely related to teaching, when allowances are made for the 
services of the medical school to patients and to graduate students and practicing 
physicians, and for the subsidies to be paid to hospitals, one might very well con- 
clude that the costs of medical education for the undergraduate are not on the 
average $4,000, but perhaps between $2,000 and $3,000. 

One of the toughest problems for the medical school administrator is to obtain 
the required high-grade faculty without excessive costs. The administrator has to 
compete with the private demands on the doctor. An ideal situation is to have a 
full-time faculty with outside practice related to teaching and research needs. 
Some private practice is a necessary part of the equipment of the clinical faculty 
member. The result is that the medical schools today only have about 3,000 full- 
time members, who are generally restricted in the amount of outside funds that 
can be obtained through private practice. The medical schools have a high ratio 
of faculty to students. This ratio, however, is not so high as it seems if allowance 
is made for the fact that most of the faculty members are part-time. 

Remunerative outside practice and research demands and opportunities work 
together to place medical schools in the position of having to depend heavily upon 
volunteer teachers, and also to provide relatively high salaries to the physicians 
who are to carry on the major part of the teaching burden. 

The medical school budget is unique, differing in many respects from the usual 
college budget. A large share of the expenditures are made for graduate students, 
hospital upkeep, subsidies, research, and the like. Two interesting studies re- 
ferred to above, one on the State University of New York College of Medicine in 
Syracuse (SUNY) and the other the Emory study, showed that undergraduate 
medical instruction accounted for only 30 to 31 per cent of the total operating 
costs in 1954—55.4 


For 1956-57, according to the report made by the National Fund for Medical 


3 Page 24 of the Emory study. 
4 Carroll, op. cit., p. 76. 


TABLE 10.1 


PROGRAM ANALYSES OF OPERATING 
COSTS FOR 1954-55 


% of total oper 
ating costs 


Item 


Instruction: 


SUNY Emory 


Undergraduate medical 30.8 ww 1 
House staff 81 14.5 
Postgraduate medical , > 9 
Nonmedical 3.3 2.2 
Services: 
Hospital and physician services 13.5 
Patient care 60 131 
Community health 21 
Research 28.9 29 1 
* Hospital and clinic services 


Education, Medical Manpower for Tomorrow, the total budgets for operating 
costs for 82 fully accredited medical schools, exclusive of research and hospital 
costs, amounted to $132 million. Now let us relate this figure to the program 
analysis of operating costs in Table 10.1. Eliminating research and hospital costs 
—42.4 per cent of SUNY costs and 37.1 per cent of Emory costs—then, with 
approximately 60 per cent of operating costs remaining to be accounted for, 
teaching costs would be roughly one-half of the $132 million, or $66 million. 

On the assumption that the actual salaries paid to teachers account for 50 per 
cent of the $66 million (a rather high estimate since generally the percentage is 
only 40) the total amount of money spent for teachers would be roughly $33 
million. Since the medical schools have a total faculty of 30,000, inclusive of 
part-time personnel, the total income of the 30,000 teachers could be estimated 
conservatively at $600 million, that is, around $20,000 per member as compared 
to a national average of $15,000 or $16,000 for physicians. These are the rough- 
est kind of figures. 

They also suggest that, as compared to $33 million paid out by the medical 
schools to faculty, the total income of teachers in medical schools is of the order 
of a half-billion dollars. This is indeed a unique situation, for the medical schools 
only pay about 5 per cent of the total income of those who teach in the medical 
schools. Questions about distribution of time between inside activities and out- 
side activities, and questions about the disposal of this income and limitations 
upon outside work and time devoted to outside work, raise serious problems for 
the medical schools, as any outsider who reads the literature is well aware. 

As I have noted elsewhere, medical schools are doing some of the best work 
that is being done in trying to solve the general problem of the relation of total 
budget to the costs of instruction. The allocation of these costs is often a matter 
of judgment, and there will be differences of opinion. But medical schools are 
coming closer to the solution of the problem of a fair allocation of costs between 
teaching and other activities than any other group. Most difficult are the alloca- 
tion of research costs, the payment for house staff and the hospitals, the payment 
for postgraduate medical services, and also the public services of the medical 
school. When all these factors are taken into account, it becomes quite clear that 
the medical student does not pay 20 per cent of the total costs of instruction, but 
a percentage that is closer to 40. 


132 


These are difficult problems and, as is said in the Emory Study:*® 


Cost analysis, no matter what system is used, is not an exact science but rather, like 
medicine and art, based upon a science. It is an art in the sense that judgment is an 
important part of the process. Judgment must be used in such matters as determining 
how to distribute each overhead cost most equitably, in developing the best estimates 
for the distribution of personnel time, in determining where exceptions to the estab- 
lished rule are justified, or perhaps in considering the relationship of the purpose of 
an expenditure to the method of distribution. Obviously, these judgments must be 
based on a familiarity with the general philosophy of the enterprise under study. Each 
judgment should be supported by reason, and reason, of course, is frequently debatable. 


The financial problems of medical education are made especially difficult be- 
cause the schools are subject to a variety of pressures. They are expected not 
only to teach undergraduates but to teach graduates and postgraduates, to pro- 
vide public services of various kinds, to help pay the costs of hospitals, and to 
take on increased responsibility in research. 

It is unfortunate that the medical schools have not had greater recourse to 
scholarships as a means of making possible higher tuition fees, without cutting 
down on the availability of medical education to students with ability but with- 
out means. It is especially unfortunate that greater use has not been made of 
credit. With large incomes almost certain, and with the medical schools facing 
financial problems of serious dimensions, the medical school could increase its 
charges more nearly in relation to costs and yet provide the medical school stu- 
dent with an easy method of finance. These funds should be obtainable from 
outside sources, possibly from government, possibly from private corporations; 
the medical schools themselves should not undertake the risk of these programs. 
The risk is not one of nonpayment, as many of these programs have already 
shown. Rather the risk is that the medical school will use its scarce resources to 
make loans that are undoubtedly likely to be repaid in dollars that are of lower 
purchasing power, and also in dollars that represent a smaller part of the na- 
tional output. In other words, both inflation and rising productivity tend to 
reduce the value, absolute and relative, of the dollars that are repaid. By exploit- 
ing the growth and inflationary process, the medical schools would ease their own 
medical problems and force upon the public a greater responsibility for financing 
medical education. 

Table 10.2 presents some figures on loans and scholarships for students in 
various schools at four major universities. The provision of aid (scholarships and 
loans) is particularly extensive at Harvard Medical School. 


Relative tuition and demand 


Many are concerned about the high tuition in medical schools, which seems to 
average around $800. But it is of some interest, as Table 10.3 shows, that in the 
comparison among six states in which I present seven competitions (two in Cali- 
fornia) the general picture seems to be that the largest number of applicants are 
to the private institutions, despite large differences in tuition between tax-sup- 
ported and private schools. Apparently, despite the large differentials in tuition, 


5 Op. cit., p. 14. 
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TABLE 10.3 


TUITION DIFFERENTIALS AND APPLICA- 
TION RATIOS OF PRIVATE AND PUB- 
LIC MEDICAL SCHOOLS IN SIX STATES 


Comparisons between 
14 private and 
public schools 


Tuition Application 
State differential ratio* 


California (southern) $ 550 
California (northern) 700 
New York 

Illinois 

Ohio 

Louisiana 

Tennessee 


* This figure is the ratio of private to public ratios 
of applicants to admissions. See Table 10.4. 


the state universities are not as much in demand as the private institutions. To 
some extent, tuition differentials are made up by larger and more numerous 
scholarships, but this far from explains the whole matter.* 

Neither does the size of the subsidy per student (which I hasten to point out 
is offered in Table 10.4 with some strong reservations because of accounting dif- 
ferences) explain the differences in the ratio of number of applicants to numbers 
admitted. In fact, the average student probably does not know about the size of 
these subsidies, though they may be reflected in his general views about the 
quality of the college. Indeed, in the Los Angeles branch of the University of 
California the subsidy is especially large, and this institution has a better record 
than the University of Southern California in the relation of applicants to num- 


TABLE 10.4 


SUBSIDIES, TUITION, AND APPLICATION RATIOS FOR 
14 MEDICAL SCHOOLS (1955-56)* 


Tuition and Income per Ratio of ap 
fee income student plicants to 
Subsidies per student (teaching number 

per student (rounded) budget) admitted 


University of California 
San Francisco $ 7.624 $ 200 : 64 
Los Angeles 14,364 400 . 4 

Stanford 2.736 900, 3 

University of Southern Cali- 
fornia 95 950 

State University of New York, 
N.Y.C. 


725 
Columbia 3.3 050 
University of Illinois 

University of Chicago 

Ohio State University 

Western Reserve 

Louisiana State University 

Tulane University 

University of Tennessee 

Vanderbilt 


* Source: Staff Report, Committee of Interstate and Foreign Commerce: Medical School In- 
quiry, 1957, pp. 316-317; Gee, Helen Hofer, “The Study of Applicants, 1955-56," J. Med. Educ 
31, 1956, p. 864 


6 At the state universities shown in Tables 10.3 and 10.4, legislative action limits acceptance 
of out-of-state student applications. The private schools not so restricted thus receive greater 
numbers of applications. On the other hand, students applying to privately owned medical 
schools generally file larger numbers of applications than do students applying to publicly 
owned schools. Thus, in the actual competition, private schools do not have as many appli- 
cants to choose among as the evidence suggests. —Eb. 
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1.27 

4% 

2 &4 

6 

School 
5,152 
4,200 
12,202 
4,350 
§,125 
3,756 
3,108 
1,367 
3,997 


bers of openings. Again, the large subsidy at the University of Chicago relative 
to that offered by the University of Illinois may be similarly relevant and coun- 
terbalance the difference in tuition. In Tennessee, the Vanderbilt subsidy is about 
three times as large as that of the University of Tennessee, and again this migiat 
be part of the explanation of the large numbers of applicants relative to places. 


Conclusion 


In this paper I have tried to summarize some of the crucial problems under the 
rubric: the economics of medicine. One perplexing problem is the relatively large 
inflation of prices for medical services. Here a crucial element is the effect of in- 
stitutional factors, in particular the spread of insurance and rising incomes, which 
bring higher demand, and the failure to achieve a corresponding flow of services 
and facilities. 

Medical schools reflect the economics of medicine generally. Costs per student 
are high and an excessive burden is put upon the institutions. The flow of doctors 
is inadequate, given the large demand for treatment, research, and teaching, and 
the high price of providing additional facilities. More modern methods of financ- 
ing medical schools would bring about a more reasonable distribution of income 
among government, private philanthropy, and students. One effect of higher in- 
come would be higher pay scales and larger financing of faculty for work done in 


the medical school or hospital, and hence less faculty dependence on outside 
activities for income. 


C. A Behavioral Scientist Looks at Medicine 


BY W. TYLER 


Director, Center for Advanced Study 
in the Behavioral Sciences 


S AN INTRODUCTORY comment | should state what | mean by the behavioral 
A sciences. This term has become popular in the last ten years because of the 
need for a single term to cover the variety of disciplines that are concerned with 
the study of human behavior. The range of people involved in the use of scien- 
tific approaches to the investigation of human behavior includes those in such 
different fields as anthropology, genetics, neurology, psychiatry, psychology, and 
sociology. 

Hence, when I am talking about the behavioral sciences, I am not talking 
about a single subject, but rather a series of disciplines that are seeking to 
develop more adequate understanding of human behavior—just as the disciplines 
of other sciences are seeking to develop more adequate understanding of the ob- 
jects of their study. The behavioral sciences are similar to other sciences in such 
respects as the use of observation as a basic means of getting enipirical data, the 
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development of systematic ways to organize and to analyze data in order to find 
regularities, the use of hypotheses to express these regularities, the use of empiri- 
cal tests for these hypotheses, and the recognition that generalizations derived 
from these studies are largely statements of probabilities. 


RELEVANT ACTIVITIES IN THE BEHAVIORAL SCIENCES 


What have the behavioral sciences to do with medicine and with medical edu- 
cation? The thesis I should like to support by a few, not exhaustive, illustrations 
is this: the behavioral sciences are now providing knowledge of value in under- 
standing significant aspects of medicine and medical education, and they are also 
developing concepts and methods useful as tools by research workers, teachers, 
and practitioners in medicine. 


Study of the larger society 


The first area I have chosen to illustrate my thesis is the study by behavioral 
scientists of the larger society in which we all live. This includes studies of popu- 
lation composition and the changes and movements of people and studies of the 
effects of technology in changing the nature of occupations. It involves considera- 
tion of such factors as the increasing demand for intellectual skills, and the re- 
duction in demand for farm labor and for skilled and unskilled labor, and the 
changes in provisions for old age, for life insurance, and for health insurance. 

The importance of these studies in understanding the changes taking place in 
‘ medical practice and in the use and distribution of medical resources was well 
outlined by Talcott Parsons at the last Congress on Medical Education.' Knowl- 
edge of this sort is also necessary for medical students if they are to plan wisely 
for their own careers. 


Study of social institutions 


A second area of illustration is the study of social institutions by sociologists 
and social psychologists. An institution like the family, the church, the hospital, 
or the medical school has qualities of its own that influence attitudes, habits, and 
practices. At the 1957 Institute of the Association of American Medical Colleges, 
Christie and Merton reported on their study of the medicai school as a social in- 
stitution and the ways in which it affects the individual medical student.* To un- 
derstand a social institution—with its values, its formal and informal systems of 
communication, its public and private means for motivating and rewarding or 
punishing its members—is to understand much more than the formal structure 
of the hospital or the medical school, much more than the printed regulations or 


1 Parsons, Talcott, “Some Trends of Change in American Society,” JAMA 167, May 3, 1958 
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the course of study, much more than the expressed purposes and activities of the 
medical staff or of the faculty. 

The patient is not treated merely by the therapeutic plan of the physician, for 
his health and recovery are affected by other aspects of the hospital as well. The 
medical student does not learn merely what the faculty has worked out, for he 
learns much from the operation of the school as a social institution. Some under- 
standing of the main structural and functional characteristics of social institu- 
tions and some methods for analyzing a social institution can be valuable assets 
for a professor of medicine and for a physician. 

Medical schools as social institutions differ among themselves. Dr. Helen. 
Hofer Gee’s studies for the AAMC show very interestingly the ways in which 
medical schools differ in the patterns of ability, interests, and personality of their 
students. From these studies one begins to see that the choices made by young 
people who are planning to enter medicine are affected by several factors—the 
images they have of what different medical schools are like, their own varying 
notions of what medicine is like, the varying images held by different admissions 
committees as to the qualities of a good medical student, and so on. 


Study of culture and personality 


A third area of illustration is the study of culture and personality by anthro- 
pologists and psychologists. Earlier, anthropologists studied various primitive 
societies and developed generalizations about the culture of each society, that is, 
the values, attitudes, language, and ways used to get things done. They also noted 
that each society has ways of rearing its children and inducting them into adult- 
hood that result in personalities characteristic of that society. Later, similar con- 
cepts and methods of study have been used in more complex societies. In the 
United States we have many cultures and corresponding personalities arising 
from the variations in race, religion, and nationality backgrounds. These varied 
cultures involve variations in central values, in attitudes toward health and ill- 
ness, hospitals, doctors and nurses, and in habits and practices. Some of these 
touch closely upon the appropriateness and effectiveness of therapy and nursing 
care within the hospital and at home. It seems likely that knowledge of the major 
concepts and methods of study in this field provides the physician with a useful 
means of extending his inquiry into factors relevant to the health and illness of 
an individual patient. 


Study of social stratification 


A fourth area of illustration is the study of social stratification by sociologists 
and social psychologists. In examining the organization of human beings in a 
town, city, or large geographic area, important social structures are found that 
lie between the family and other small intimate groups on the one hand, and the 
general public on the other. Two types of structure are particularly important in 
their influence on human behavior: social classes and occupations. The typical 
community includes within it three or more social classes, that is, collections of 
people of a similar level of social prestige and social respect. The families of 
skilled and unskilled laborers commonly comprise the majority of the so-called 
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lower-middle and upper-lower classes, and the families of professional and mana- 
gerial people are commonly in the upper-middle class. From the standpoint of 
their influence on human behavior there are two major characteristics of this 
social class structure: (a) each social class sets a pattern of “conventional” or 
acceptable behavior for its members, and (b) the hierarchy of social classes in 
terms of social prestige or public respect forms a ladder to direct the actions of 
members of a lower social class who seek to rise in public esteem and social recog- 
nition. 

The patterns of acceptable behavior vary among the social classes so that the 
way patients react to illness, to sympathy, to therapy, to doctors, to nurses, to 
members of the family will be found to vary to some extent with the social class 
to which the patient belongs. Further understanding of the patient and his fam- 
ily may come from learning of the family aspirations. Many parents in lower- 
middle classes desire higher prestige for their children. They often find cues for 
educating children for upper-middle class roles by observing the models of mid- 
dle-class behavior shown in movies, television, radio, magazines, newspapers, and 
the like. Thus, the hierarchy of social classes exerts a powerful directive influ- 
ence on those who seek to climb the social ladder, and frequently this influence is 
in conflict with the desire to be part of their present social group. 


Study of values 


A fifth area of illustration is the study of values by psychologists and anthro- 
pologists. Since human beings are directed not only by basic biological drives and 
needs but also by values, purposes, and goals, some behavioral scientists are 
focusing major attention on values as they operate in human behavior. Values 
cherished by an individual can give a continuity and persistence to his efforts far 
beyond those of biological drives. Consider the sacrifices persons make who 
greatly value money, or others who value group acceptance, or those who value a 
slim figure. Because some of the strongly cherished values of certain people are 
related to health, illness, therapy, and the role of the physician, the study of 
values and how they influence mental, emotional, and overt behavior provides 
knowledge of use to medicine. 


Study of communications 


A sixth area of illustration is the study of communication by psychologists, so- 
ciologists, and anthropologists. As a social process, communication is concerned 
with the transmission of ideas and feelings from one individual or group to an- 
other. Face-to-face communication, conversation, is by all odds the most frequent 
form of communication, but with the development of the printing press, the 
radio, movies, and television, these mass media of communication have loomed 
larger and larger. Studies of communication, including both conversation and 
mass media, show a considerable degree of distortion in the transmission process. 
The listener, viewer, or reader of a particular communication rarely, if ever, gets 
the complete message. It is commonly distorted both through omissions and 
through “perceiving” things that are not in the message. Studies also show that 
the listener, reader, or viewer will generally note and recall in the communication 
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the things that he already knows and the things that are in harmony with his 
previous beliefs. The additions the receiver may make to the message occur par- 
ticularly in vague or ambiguous passages. He is likely to read into them ideas and 
feelings that are in harmony with his previous beliefs or reinforce his own atti- 
tudes. 

Communication studies also show the role of two-way communication in bring- 
ing about more adequate transmission of messages. The response the receiver 
makes to the communication helps to show the points where communication 
failed, and thus to guide another effort at transmitting the message. The use of 
mass media without opportunity for discussion of the message is much less effec- 
tive in transmission than the use of some form of two-way communication with 
an audience. 

Another significant finding in communication studies is the limited range of 
vocabulary that is commonly understood by the vast majority of the American 
public. Vocabulary in this sense includes not only words used in communication, 
but also gestures, diagrams, and other symbols. Various classes, occupations, 
ethnic groups, and the like have their own vocabularies which are in some re- 
spects unique. To be effective in communication on subjects other than the more 
primitive, one needs to discover and use the vocabularies appropriate to the 
groups he is communicating with. : 

Because physicians, teachers, and students are all frequently involved in com- 
munication, it seems likely that studies in this field have significant relevance to 
problems in medicine and medical education. 


Study of learning 


A seventh area is the investigation by educational psychologists of complex 
learning in the effort to identify the conditions required in school and college for 
effective learning to take place. This seems very relevant to medical education 
since effective teaching in a medical college, as in other educational institutions, 
is largely that of providing the conditions for effective learning. 

One necessary condition is student motivation. The learner learns what he is 
thinking, feeling, or doing. Hence learning is not possible except as the learner 
himself is involved in it. This makes his motivation, that is, the impelling force 
for his own active involvement, a very important condition. In medical colleges, 
student motivation is likely to be very high in courses that seem to the student 
closely related to his career goals, while his motivation may be too low in courses 
that seem to him somewhat unrelated to his purposes. 

A second condition for effective learning is that the learner finds his previous 
ways of reacting unsatisfactory, so that he is stimulated to try new ways of re- 
acting. As long as the learner does not recognize that earlier modes of behavior 
are inappropriate, he will keep on doing what he has been doing before and will 
not really learn anything new. Hence it is necessary that the learner discover the 
inadequacy of his previous behavior, so that he will not continue to repeat it. 
College students often carry over from their earlier school experiences the notion 
that study is memorization, and when called upon to study in college courses, 
they try to memorize textbook materials. It is necessary for the college teacher to 
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help the student discover that memorization is not a satisfactory means for 
solving the kinds of problems or doing the sorts of exercises the college class 
requires. 

A third condition is for the learner to have some guidance in new behavior that 
he tries in seeking to overcome the inadequacy of previous reactions. If he simply 
tries new behavior by trial and error, learning is very slow and he is often dis- 
couraged and gives up. Some means of indicating to him more promising reac- 
tions can serve to guide him. Many ways are used to guide the learner in helping 
him to understand. Parts of syllabi, textbooks, and manuals may be prepared or 
selected for this purpose. The instructor may ask questions that lead the student 
to look at various factors he may have previously overlooked in his search for 
meaningful relationships. He may be aided in learning a skill by direct demon- 
stration. These are only a few illustrations of the many common methods used in 
guiding behavior in learning. 

A fourth condition for learning is for the learner to have appropriate materials 
to work on. If he is to learn to solve problems, he has to have problems to attempt 
to solve; if he is to gain skills, he must have tasks that give him opportunity to 
practice these skills; if he is to gain appreciation, he must have materials that he 
can listen to, see, or respond to in other appreciative ways. When students have 
only the textbook and the classroom lectures, they do not have enough of the 
“stuff” for study to provide the necessary learning experiences—not enough of 
the problems, the exercises, and other materials to think about, to work on, to 
practice on. 

A fifth condition for effective learning is for the learner to have time to carry 
on the behavior, to keep practicing it. Medical colleges are faced with great 
accumulations of knowledge and great demands for specialized and general com- 
petencies on the part of their graduates. A common reaction is for medical facul- 
ties to increase the material to be covered without reviewing the time actually 
available to the student for the practice of the behavior he is expected to acquire, 
that is, without considering the time the student needs for learning. Presenting 
material to the student is no substitute for the student’s activity in learning. Ade- 
quate time is essential. 

A sixth important condition for learning is for the learner to get satisfaction 
from the desired behavior. As the student interacts in the various learning situa- 
tions, the reactions that give him satisfaction are continued; those that do not 
give satisfaction are dropped from his repertoire of behavior. If the learner wants 
very much to acquire a certain kind of behavior, such as understanding or a skill, 
the actual satisfaction of getting the understanding or skill is sufficient. On the 
other hand, teachers are in a position to help learners derive satisfaction from 
desired behavior when this satisfaction does not automatically follow progress in 
learning. For example, to understand enough biochemistry to use it in clinical 
fields takes a long time. In the interim, the teacher may exercise a considerable 
influence by pointing out to the student how much he is really learning by com- 
plimenting him on his efforts and by providing tests or other means for him to 
perceive that he is progressing toward his goal. In this way the student has a 
chance to derive the satisfaction required for continued learning. 

A seventh essential condition for learning is opportunity for a good deal of 
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sequential practice of the desired behavior. Sequential practice means that each 
subsequent practice goes more broadly or more deeply than the previous one. 
Sheer repetition is quickly boring to the learner and has little or no further 
effect. Only as each new practice requires him to give attention to it because of 
new elements in it, does it serve adequately as a basis for effective learning. This 
is important for the student in gaining understanding, because it means that con- 
cepts and principles are brought in again and again, but each time in new and 
more complex illustrations so that the student continually has to think through 
the way in which these concepts or principles help to explain or to analyze the 
situation. It is important in the development of the skill to see to it that each new 
practice of the skill provides opportunities for greater variety or complexity in 
its use. 

An eighth condition is for the learner to set high standards of performance for 
himself. One of the common difficulties of college is that the student may be- 
come satisfied with mediocre performance and no longer put forth effort to learn. 
This is a common problem with the more able student. It is often necessary to 
help the student to acquire standards of performance that for him are high but 
attainable and to lead him on continually to seek greater excellence. With any 
teaching program one should ask the kinds of standards the students are expected 
to meet and how far they are relevant to the individual differences among the 
students in the class. 

The ninth condition is related to the eighth. To continue learning beyond the 
time when a teacher is available, the learner must have means for judging his 
performance, to be able to tell how well he is doing. Without them his standards 
are of no utility. Hence the eighth and ninth conditions go together. 


I have elaborated a bit more on this illustration of the work of educational psy- 
chologists because this is relevant to all aspects of medical education. 


INCORPORATING BEHAVIORAL SCIENCES IN 
MEDICAL EDUCATION 


Perhaps the foregoing illustrations are enough to show that the behavioral 
sciences are making contributions of use to medicine, but the question still arises 
regarding the extent to which concepts, generalizations, and methods of the be- 
havioral sciences can and should become part of the content of medical educa- 
tion. So much is already crowded into the medical school curriculum that any 
addition must be very strongly justified and involve very rigorous selection. I 
know that a good deal of exploration of this question is presently under way 
among American medical colleges, and this exploration should be continued, for 
no clear answers have yet been evolved. But in the continuing exploration we 
need to recognize certain limitations in the early efforts to explore the question. 

One of the limitations has been the common failure to recognize the range of 
the behavioral sciences that may be relevant to medical education. Most medical 
school faculties see the obvious relevance of psychiatry. This is an important 
discipline in the study of human behavior, but the contributions of the behavioral 
sciences to medicine are not restricted,to those of psychiatry. In the continuing 
effort to find out what aspects of the behavioral sciences should be part of the 
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content of medical education, the exploration should include a wider range of 
disciplines to identify the content they can furnish to provide greater under- 
standing of health, illness, and therapy. 

A second limitation is the common failure to guide the exploratory efforts by 
some understanding of what these new disciplines may be expected to contribute. 
I doubt that you will find at present in the behavioral sciences content that is 
directly applicable to medical education in the same way that you can now find 
content directly applicable in the clinical fields and in some of the basic sciences 
—like biochemistry, where there has been a long period of joint activity on the 
part of persons in biochemistry and in medicine. What the behavioral sciences 
have to offer, and what most disciplines have to offer when they are first used in 
a professional school, are such things as: the kinds of problems with which the 
discipline deals, the ways in which these problems are formulated for study, the 
ways in which inquiry is carried on in these disciplines, the concepts used to point 
up significant aspects of the phenomena, the kinds of generalizations made. If 
professors of medicine and behavioral scientists jointly look to the behavioral 
sciences for ways of formulating human behavior problems that concern medi- 
cine, for ways of studying these problems, for concepts useful in thinking system- 
atically and analytically about these problems, and for kinds of generalizations 
that might be obtained from such study, then I think you in medical education 
will have a firmer basis upon which to plan and conduct explorations that are 
likely to develop behavioral science content of significance to medical students. 
There is pay dirt in the behavioral sciences for medical education if we can joint- 
ly mine it. 


CHAPTER 11 


Extramural Forces: General Discussion 


OLLOWING THE PRESENTATIONS by philosopher Charles Frankel, economist 

Seymour E, Harris, and behavioral scientist Ralph W. Tyler (see Chapter 
10), the meeting was thrown open to general discussion from the floor. The com- 
mentary that ensued is reproduced in this chapter, practically verbatim as it 
occurred among the 1958 Institute participants. 


ECONOMIC FORCES 


Dr. Lowe T. CoccesHati: We have, | think, profited much by hearing the 
viewpoints of those from other fields who are very much interested in our field of 
medical education—-men who can speak with real knowledge and authority and 
present thoughts that do not commonly occur to us. Perhaps they can help us to 
revise our sights so that we are able to discard some of the practices that we 
know are outmoded, but nevertheless so comfortable that we hate to give them 
up. 

With that I shall ask for pertinent, provocative, or any sort of comments any- 
one cares to make from the floor. Dr, Berry, you were issued a challenge, if I un- 
derstood it correctly. Would you comment on the validity of the premise offered? 


Dr. GeorGE Packer Berry: Well, I can agree with Dr. Harris that we need 
more money, and I would be very glad to have him tell me how to get it. It is 
true that we have a large scholarship and loan fund, and I think this is a valid 
principle. It has been the philosophy of the alumni effort, which has been the 
most successful, I believe, of any such effort. I do like to see such a program 
carried out in terms of moral obligation and acceptance of responsibility rather _ 
than in terms of tangible, legal loans. The philosophy is just as Dr. Harris 
put it, that the student may pay back over the years to his school the equivalent 
of what he received. This is a way of saying his children can go to medical school 
—his collective children. 


Dr. SeyMour Harris: I don’t think there is too much difference between the 
distinguished dean and myself. I would say this, Dr. Berry, about the problem of 
raising money by alumni drives: they have been increasingly successful. There is 
no doubt about that, I think probably less in the medical field than some other 
fields, because the medical field got started rather late. If I can’t develop my 
point fully here, | would be glad to give you a document on it, but let me try. I 
believe that as you look at the whole picture of university finance, and think of 
the amount of money that will be needed in the next ten years in terms of enroll- 
ment and everything else, you will find that the kind of money you refer to is not 
going to do the job, that you really need a much more revolutionary change. 

One result of the increase in scholarships and loans is that you can charge 
higher tuition without putting any great burden on the relatively poor but able 
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boy. This is one of the great advantages of this approach. Thus I believe you can 
really raise much more money through tuition. Of course when you raise tuition 
considerably, the student begins to raise questions: Aren’t you charging us more 
than you are giving us? I would certainly encourage voluntary giving. Of course 
one of the troubles with voluntary giving is poor distribution. The highly moral 
people give and others do not. You don’t get quite enough. 


Dr. Berry: Now I want to stimulate Dr. Cecil G. Sheps to get up and make 
a comment on one of the things Dr. Harris said concerning studies showing how 
much more the doctor today can do to extend his services than a few years ago. 
Do you want to comment on those figures? 


Dr. Ceci, G. Sueps: As all of you know, the ongoing morbidity studies 
started by the Public Health Service a little over a year ago are beginning to 
produce very useful and interesting data. I had an opportunity just last week to 
look at some of this material, and to compare it with the data that came out of 
the first large-scale study of medical care in this country, which was made in 
1929-31 by the Committee on Cost of Medical Care. We can see a very substan- 
tial increase in the productivity of physicians as measured by the number of 
procedures he performs and the number of patients he sees; the order of magni- 
tude is just about double for the number of visits the patients make to doctors or 
doctors make to patients, 2.4 per year in 1929 and a little under 5 in 1957. 

This increase is almost as great in the rural areas as it is in the urban areas. 
If you keep in mind that the ratio of physicians to population has remained about 
the same, it means the doctor is twice as busy insofar as patient-doctor contacts 
are concerned. There is no question that the amount of time the doctor spends 
traveling has been greatly decreased. In 1929 there were 44 per cent of these 
patient-doctor contacts occurring in the patient’s home, whereas in 1957 only 10 
per cent of them were. There is another way of measuring this: comparisons with 
studies in a few selected localities indicate that some 30 years ago the physician 
on the average admitted 50 patients to the hospital, whereas now he admits 150 
patients to the hospital. 

Of course one could ask questions about the ultimate productivity of some of 
these activities, questions such as those proposed by Dr. Frankel and others. 
There is no doubt, however, that the amount of work in terms of one-to-one rela- 
tionship between doctor and patient is greatly increased. 


Dr. Harris: I have watched these productivity studies. I think that what Dr. 
Sheps says is essentially correct. I still think, though, that my original point is 
correct also. 

There are questions that can be raised about the kind of statistical terms pre- 
sented. In the first place, do doctors work more hours? Or perhaps they didn’t 
work to excess capacity before, so there is less excess capacity now because of 
the great demand for the doctors’ services resulting from insurance. A number 
of other variables are relevant here. One, for example, is that it is true the doctor 
sees more patients, but he puts the problem of traveling on the patient now, and 
so in that sense it is a deteriorated service that he gives each time. I am also 
aware of the fact that, with very few exceptions, the doctor does not visit you at 
night any more. It is quite a job to get a doctor at night. That has been my 
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experience, and it has been the experience of my friends. This is a deterioration 
of service too. I have also seen studies that show doctors have cut the number of 
minutes per service. 

Thus, even though the same population has the same number of doctors rela- 
tively speaking, and even though each doctor perhaps sees twice as many patients 
and sends three times as many to the hospital as before, | am not sure this is a 
clear-cut picture, although I agree in general that it does suggest an improvement 
in productivity. 

I wish we had better measures of productivity. Dr. Osler Peterson has done a 
study! about which you all know, I am sure, that suggests another kind of 
measure. He addressed himself to the question of what kind of job the average 
practitioner does. Well, in North Carolina the average one apparently doesn’t do 
a very good job as measured by certain external criteria. 


Dr. IAN P. Stevenson: I would like to have Professor Harris develop his 
point about the questionable desirability of endowment funds. 


Dr. Harris: In the first place, endowment gives the dead han: of the past too 
much authority, unless the money is unrestricted. Usually a large part of the 
money is restricted. You lose heavily because what were conceived to be correct 
values in, say 1890 or 1910, are not correct values in 1950. College adminis- 
trators have found all kinds of immoral methods of getting around these prob- 
lems. There are some moral issues here, and sometimes we can’t get around the 
endowment restrictions in any way. 

The real problem on endowment, it seems to me, is one that would immediate- 
ly occur to all of you if you received $1 million in 1900, what is it worth today? 
In terms of the purchasing power of the dollar it is worth very little. In terms of 
the size of the economy it is worth even less. Relatively speaking, endowments 
that used to provide something like 30 or 40 per cent of the total bill of higher 
education now provide 7 per cent. The dollar figure for endowment has not gone 
down. Endowment has gone way up to $4 billion today, but prices have gone up 
and incomes have gone up and so endowment is actually worth very little. 

Then there is another aspect of endowment that Adam Smith pointed out and 
that I think is very important. He was extremely scornful. He pointed out that 
the Oxford dons were dependent upon endowment, and because they were 
guaranteed an income from endowment funds, they just didn’t bother teaching 
or doing anything. I don’t mean to say that we would all behave this way, but I 
do think the university should confront each generation with its demands for 
cash and do the kind of a job that inspires getting the cash. 

I wouldn’t for one minute want to say that I would like to see Harvard’s $500 
million destroyed at this point. I think a limited amount of endowment has cer- 
tain virtues, but it can be carried too far. When money is scarce, as it is these 
days, and universities face serious problems, it is much easier to get a given 
amount of income for the next ten years than to raise an endowment fund that 
would give you an equal amount of permanent income. 


Dr. CHarLEs FRANKEL: I would be a little worried if universities had to show 
every generation that their services are worth while to the public, because I think 
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that the public’s notion of what constitutes worth-while services can corrupt the 
university. What a university has to sell the public, as you all know, is good 
football teams and photogenic deans, things like that, and snap projects and 
ad hoc things. The support of fundamental research, the support of the unspec- 
tacular—the important things that concern the scholars in any discipline—these 
don’t seem to be the things you can sell the public, at any rate the American pub- 
lic. 

Maybe there should be an endowment to educate the American public about 
the functions of a university. At any rate, 1 would be very uncomfortable to 
think that great universities were not depending heavily on endowment funds. 


Dr. Harris: I agree with you. Let me put it this way: the university cannot 
disregard the public values. At the same time they shouldn’t be exclusively de- 
pendent on them. They must show a certain amount of leadership. That is why I 
said I would like to see some endowment but not such great dependence on it. 


Dr. Berry: President Eliot of Harvard had considerable concern about some 
of the money that came to Harvard, for it was thought to be tainted. He said 
what I think applies equally to your comments on endowment: “The trouble 
with tainted money is it ’taint enough.” 

The dead hand of the past may not move very much, but the security of the 
endowment is the most fluid money in the university. It is the thing that gives 
you complete freedom from the whims of the moment. 

This brings me to one last comment, and that is on the importance of these 
alumni drives. It is not so much the money that is brought in. Its importance lies 


in the fact that it gets an individual to do something for you and not you to do 
something for him. I think that nothing builds strength in the university like 
getting the alumni to support it because they are interested in what they support. 


Dr. CoccrsHaLt: I would like to mention another point Professor Harris 
made. I inferred a rather pessimistic note on the potentialities of health insurance 
for our public and the suggestion that we are pricing ourselves out of the market 
insofar as our ability to hospitalize the sick individual. Does this mean that some 
sort of a different form of financial payment is going to have to occur? Are you that 
pessimistic, Dr. Harris? 


Dr. Harris: Well, as you probably know, there was a strong campaign during 
the Truman administration for what was called a National Health Insurance 
Program. It was defeated partly because of the intervention of the American 
Medical Association—there was some fear that this was socialized medicine and 
that sort of thing. As a result, there has been a tremendous development of pri- 
vate health insurance, Blue Cross-Blue Shield particularly. On the whole this 
has been a good program, I think. Probably we are all agreed that at least a 
minimum amount of medicine should be provided and that insurance is an excel- 
lent way of doing it. 

Now what has happened? A number of things have happened in the insurance 
program that have raised doubts. From the State of Pennsylvania’s report, the 
insurance companies were taken for an awful ride, as were the doctors and the 
hospitals. What is the trouble? The trouble is partly, as I said, these extra costs 
that are not necessary but result from the way the thing operates. 
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The whole idea behind insurance is to see that the potential patient doesn't 
hesitate to go to the doctor because of financial need. These programs allow you 
to go to see your doctor irrespective of financial need. That is desirable. But what 
actually happens is that a great many people go much more than they ought to. 
Therefore, the costs go up. 

What has been happening lately, aside from the point I raised before, is that 
there has been a terrific struggle between Blue Cross and Blue Shield on the one 
hand and the big insurance companies on the other hand. Blue Cross and Blue 
Shield are chartered as nonprofit organizations (particularly Blue Cross) on the 
premise that they make their facilities available to all without any discrimination. 
But immediately you run into the problem of bad risks, the old people, for ex- 
ample, and all kinds of other special risks. 

Certain risks are good risks. Commercial companies have gradually been mov- 
ing into the field and siphoning off all the good risks by giving them special rates, 
and that leaves Blue Cross and Blue Shield with the less desirable risks. There- 
fore, you get a situation where the people who are left out have to pay a very 
high rate. 

The point Dr. Frankel raised, the political issue of medicine, comes into this 
area in a very striking way. One of the things that has disturbed me a great deal 
has been the fact that old people are not protected. On the average only half as 
many people over 65 have insurance. This is because of the high cost of insurance 
at that level. With such people not covered by insurance, and if the costs of Blue 
Cross, etc., continue to go up, what is the solution? That is the question that Dr. 
Coggeshall put. 

Well, it seems to me there will be a variety of solutions. For example, the 
federal government has been gradually moving into the area of taking care of 
the aged. There is special legislation in this field. The AMA has been fighting the 
government in a very striking way on this issue. The AMA does not want the 
government to provide insurance for those under Old Age Insurance or those 
under Old Age Assistance. 

So gradually certain people are being excluded. The cost of insurance has gone 
up, and Blue Cross cannot handle all these people. The good risks are being 
taken by the competition. A large number of people have been excluded because 
of rising costs or because they are in a high-risk group. 

Now if high-risk groups don’t get insurance they will be taken care of by the 
government. This is the present trend. I think almost everyone is very worried 
about the rising costs and the exclusion of poor risks. Certainly this field is going 
to be subject to a great deal of searching in the next few years. 


BEHAVIORAL SCIENCES 


Dr. THomas H. Hunter: Having attended the last three Teaching Institutes, . 
i cannot help being impressed by how all of us in medical education are trying 
to determine what should be the place of the behavioral sciences in medical 
schools. Dr, Ralph W. Tyler tonight has done a superb job of giving the point 
of view I hold, and I would like to reinforce it with one slight modification. 

We hear on the one hand that the behavioral sciences are not sufficiently de- 
veloped to offer a body of knowledge that is ready for incorporation in the med- 
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ical school curriculum. To that I subscribe in general. On the other hand, we 
do not demand of our biochemists that what they teach be immediately appli- 
cable to the current problems of medicine. We have all seen enough over the 
last several years of the potentially broad scope of future application of be- 
havioral science concepts to medicine, and we cannot possibly develop these 
unless we have these behavioral scientists around, unless they are rubbing shoul- 
ders and exchanging ideas with the medical school faculty. 

I would submit it is of the highest importance that we develop places, however 
ill-defined, for these people in the medical schools and let things develop. Other- 
wise it will never happen. 


Dr. Ratpu Tyter: That is precisely the way in which these things do get 
developed. It is what happened in the development of the basic sciences in med- 
ical education. 


Note: The following comments are taken from the transcript of pro- 
ceedings on the final day of the Institute, at which time the discussion 
on behavioral sciences was continued by the participants. 


Dr. Georcr L. ENGEL: I would like to make some comment about this vexa- 
tious subject, the behavioral sciences, which has been discussed during the last 
few days. I think from what I heard in the round tables I attended that there is 
tremendous confusion and some strong feelings are being expressed that result 
from this confusion. One of the things that struck me in listening to these var- 
ious considerations is that all sorts of answers have been given without anyone 
asking a question. No one has bothered to see, as far as I could make out, what 


question the answer corresponds to. 

It makes me think of the joke concerning the two priests who were very ardent 
and inveterate cigar smokers. They smoked throughout the day, at least in pri- 
vate, until finally they began to have some concern as to whether this was really 
all right. So they discussed the matter and decided that maybe they should write 
to the bishop. So they each wrote to the bishop, and after an appropriate interval 
the answers came back. To their astonishment one got the answer “No,” and the 
second got the answer “Yes.” 

Needless to say, the one who got the answer “No” was unhappy about this, 
and so he consulted with his colleague, who said, “Well, what question did you 
ask?” He replied, “I asked, ‘Is it all right if I smoke when I pray?’” And the 
other priest said, “Well, naturally, he said ‘no.’ You didn’t ask the right ques- 
tion.” The other priest said, “What did you ask?” He replied, “Is it all right if 
I pray when I smoke?” 

This seems to have been our problem in discussing the behavioral sciences, 
because we are getting both “Yes” and “No” answers. It seems to me that to ask 
the question: “Should behavioral science be taught in medical school?”-—note I 
say taught in medical school, not be in medical school—is as sensible as to ask: 
“Should the physical sciences be taught in medical school?” or “Should the bio- 
logical sciences be taught in medical school?” I am sure you will agree that there 
are all sorts of branches of the physical sciences and the biological sciences that 
we wouldn’t even think of trying to teach in medical school. There is some rele- 
vant analogy here. 
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One question we need answered is: “Who are the behavioral scientists?” I 
think Dr. Ralph W. Tyler made some effort to clarify this matter. But it is per- 
fectly clear that the behavioral sciences spread over a very broad spectrum and 
they include people and disciplines with neither relevance nor interest to medi- 
cine; they also include persons who may have limited relevance in a variety of 
ways. 

I think we must keep in mind what we are ready for. The behavioral sciences 
are already being taught in medical schools, and they have come into the medical 
schools through the medium of psychiatry. This has been the historical precedent 
whereby all basic sciences have come to medical schools. They have come in 
through the clinical discipline. This is certainly not the end. This is just the be- 
ginning. Where does psychiatry get some of its basic concepts and methods and 
so on? It gets them from the behavioral scientists just as medicine has gotten 
theirs from the chemists, and so on. 

There is one behavioral science discipline that I think exists in just about 
every medical school—clinical psychology. Perhaps there are some schools that 
do not have clinical psychology, and some have more than others. Through the 
development of psychiatry and clinical psychology, two kinds of things are hap- 
pening. One is that behavioral scientists who are not formally part of either psy- 
chiatry or clinical psychology have begun to move into these areas, at least as 
research collaborators or as researchers on their own, and they are an important 
source of stimulation and inspiration. 

At this point I would feel that most medical schools are not yet ready for the 
introduction of something called the Department of Behavioral Science: (1) 
because no one quite knows who the academic personnel should be, (2) because 
we are not sure they are available, and (3) because we are not sure how many 
behavioral scientists will become interested in such a venture. I think some com- 
munity of interest has to develop. 

To embark on a broad-scale program of teaching behavioral science to med- 
ical students in 1958 would, I think, be a mistake. But ten years from now, or 
maybe even five years from now, we may have as good an idea of what behavioral 
science as basic science can contribute to medical school teaching as we have 
now of the contributions of biochem .try, physiology, and biophysics. These pro- 
grams will undoubtedly develop first in the schools that have strong behavioral 
science departments in the university as a whole. 

These universities and their medical schools then will experiment, and we will 
know better where we stand. But to take the view, as some people do, that at 
the present time we have to make a decision on whether or not medical schools 
should include behavioral sciences as basic sciences is, I think, premature and 
inappropriate. I am concerned, for example, over the fact that suddenly a lot of 
money is becoming available to support departments of behavioral science in 
medical schools. I am concerned that this is going to develop to the detriment of 
both the medical schools and the behavioral scientists, because there hasn’t been 
enough groundwork to do this. 

So I would plead for research, for moving slowly, for defining the field, and for 
having each medical school develop its program, appropriately and through mu- 
tual contacts with behavioral scientists. Then we can develop a discipline of 
medical behavioral science just as we now have medical chemistry. 
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Dr. Dana W. Atcutey: I would like to add another word about this. I think 
the trouble with behavioral science is the name—it is really a cliché in itself. It 
has a boundless perimeter, you might say, if we can speak about a boundless 
perimeter, and it is without definition. It is just as though you said to a patient, 
‘“‘What you need to do is to see a specialist,” and went no further than that. 

I would like all our students to have a background in what is known scien- 
tifically about the development of emotions, of elementary psychology, elemen- 
tary physiology. I don’t think that sociology or economics should be in the cur- 
riculum. The time has come for us to stop using the term behavioral science and 
to talk about the individual subject-matter disciplines within it. 


Dr. Joun Crausen: Concerning Dr. Atchley’s observation on the behavioral 
sciences, I would agree and perhaps plead for a somewhat different perspective. 
Certainly it is well to discriminate among the behavioral sciences in terms of 
what we hope to get from them. Are we primarily interested in understanding 
the emotional aspects of behavior? Certainly this does seem to be a crucial part 
of what the behavioral sciences, particularly psychiatry and psychology, have 
to contribute. 

However, there is another side of the behavioral sciences that deals with the 
structuring of expectations, the patternings that represent regularities among 
large groups in any society. It is well to know something about the patternings. 
I think that we are developing services and guiding the regulation of patient care 
for such groups. For example, one might provide pediatric services for negro 
families of lower status in the South or, I suspect, in certain sections of the 
North, and one might find that the maternal grandmother became a particularly 
crucial factor in whether or not the services were going to be utilized, whether or 
not the regimes that were established would be carried through. 

Now a psychiatrist going into such families occasionally will see the negro 
matriarch as being the representation of an unresolved situation, or he may see 
this in terms of similarities with the pathology found in families of schizophren- 
ics, let us say, and perhaps fail to recognize that there are regularities here that 
must be taken into account. 

I think increasingly psychiatry has found it useful to note the regularities 
and has been using the other basic sciences—sociology and anthropology, for 
example. I think it is well to distinguish between the emotional and social factors 
that stem from aspects of social structure as such. 


Dr. Hunter: Speaking of the behavioral sciences as part of the medical school 
curriculum brings up other ways in which behavioral scientists may contribute to 
medical education—namely in the development of tools for the evaluation of stu- 
dents, particularly vis-a-vis clinical performance. I am struck with one rather 
striking discrepancy. In general we deplore the encyclopedic approach to learning; 
yet, in looking back at our evaluation of students, I am forced to conclude that 
most of our evaluation of performance in clinical work is based on knowledge that 
the students acquire. 

I would like to point out that Dr. Helen Hofer Gee and Dr. William Schofield 
have circulated a questionnaire that is being developed to get at some measure 
of other qualities that we are concerned with in the evaluation of students as 
clinicians. I think it is an excellent start. 
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Dr. Cectt G. Sueps: I wonder if I might just say a word on the subject of 
evaluation from another standpoint. Having spent a good many years in public 
health, one of the fields in which there is a clear-cut line between one’s activity 
and the public weal, I have had a lot of experience with people who, because 
they are tired at the end of the day and have worked really hard, are perfectly 
certain they have done the best possible job. I think that this is a temptation 
that all of us are likely to suffer from, and it is a matter for concern with respect 
to the evaluation of developmental programs in medical education. 

One frequently finds, I think, that what we are concerned about is whether we 
are comfortable with a development or not, whether it seems to fit. I would sug- 
gest this is not the same as measuring progress or lack of it in relation to clearly 
defined objectives which should be built in at the time any program of develop- 
ment is set up. Evaluation is a very difficult field, of course, but it is not one in 
which there is no precedent or experience. 

In agriculture, for example, there is a body of experience that goes back some 
50 or 60 years, in which the extension people (the rural sociologists, for example) 
have studied methods of evaluating the effectiveness of specific actions, such as 
changed patterns in the working of farms. There are other fields also in which 
there is some experience that can be used. The importance of taking cognizance 
of this matter became very evident in the discussion group I attended on the Set- 
ting of Clinical Teaching. Most of us had rather firm opinions about the value of 
one kind of exposure, one framework of medical care, as against another, but not 
many of us really had evidence. I just want to make this plea for building in 
some kind of carefully determined and useful evaluation at the time changes in 
the curriculum and the student’s educational experience are developed. 


Dr. Ratpu Jones, Jr.: | would like to comment on the question of evaluation 
of the effectiveness of teaching in the clinical areas. We have more or less decried 
the use of objective methods to measure achievement as reflected in practical in- 
formation. We have also advocated that the clinical teacher be a dedicated scien- 
tist. One of the primary essentials in scientific research is measurement, however, 
and the scientist should use the tools available to him to measure the effective- 
ness of the research or investigation he is doing in teaching. There are well- 
developed tools for measuring the amount and kind of information that students 
have acquired, and regardless of what else we do, one of the important things we 
must do is get some information across. We would like to have our students be 
able to recall this information and use it. This we can measure. The problem is 
that methods of measurement are too often used only for trying to rank 100 
students by a number | to 100. They are not used often enough to measure the 
effectiveness with which the teacher is getting across the information he would 
like to get across. 

I think we should not decry the use of this methodology, but use it for the 
right purpose. Certainly we need to add to it methods for measuring other things 
that we are trying to achieve. 
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APPENDIX A 


Supplementary Tables 


The tables presented here in this appendix and throughout the book offer an 
extensive compendium of factual and opinion data on various aspects of clinical 
medical education in the United States and Canada. The data are derived from 
analysis of returns from five questionnaires, which were designed by the 1958 
Teaching Institute Planning and Topic Committees with the assistance of the 
research office staff at the Association of American Medical Colleges. Institute 
participants at each four-year medical school in the United States, Canada, and 
Puerto Rico were delegated responsibility for distribution of the questionnaires 
to the medical school faculty groups to which they were addressed. This occurred 
in April and May of 1958; returns received through June were included in the 
analysis made by the AAMC research office staff. 


The samples 


Populations rather than samples were addressed in four of the five question- 
naires. These were questionnaires addressed to: (1) medical school Deans; (2) 
Participants at the 1958 Teaching Institute, who were the individual medical 
school representatives; (3) Heads of Departments of Medicine, Obstetrics and 
Gynecology, Pediatrics, Preventive Medicine, Psychiatry, and Surgery at each 
medical school; and (4) Hospital Administrators, individuals designated by each 
medical school as being thoroughly familiar with that school’s program at each 
hospital used by it for teaching third- and fourth-year students. The fifth ques- 
tionnaire was addressed to a 10 per cent random sample of (a) all full-time clin- 
ical faculty members (including members of the Departments of Pathology and 
Preventive Medicine) at the rank of instructor or above and (b) all part-time 
salaried and nonsalaried (volunteer) clinical faculty at the rank of instructor or 
above at each medical school. By virtue of the random sampling technique em- 
ployed, distribution of questionnaires was weighted by size of both full- and part- 
time faculties. 

As is always true of mail questionnaire surveys, not all questionnaires were 
returned; others were returned too late to be included in the analysis, and a few 
were wholly or in part unusable. Percentage returns varied considerably among 
the several groups as shown in Tables A.1 and A.2. 

For some of the questionnaires, percentage returns are high enough to virtually 
preclude the possibility of bias. This is certainly true of the Deans and Partici- 
pants questionnaires, with 88 and 87 per cent complete returns respectively. 
Confidence of freedom from bias varies somewhat with department among the 
Department Heads. The over-all return of 73 per cent may be considered an 
excellent return. Departments of Medicine are best represented with 88 per cent 
returns, and Departments of Surgery and Preventive Medicine are least well 
represented with returns of 62 and 60 per cent respectively. The 60 per cent 
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TABLE A.2 


QUESTIONNAIRE RETURNS BY 
RESPONDENT GROUP 


is- Number Per cent 
Group tributed analyzed analyzed 


Faculty group* 


Full-time 782 335 
Part-time and vol- 
uptary 2454 1519 
All faculty 
members 3236 1964 


Department head group 


Medicine 78 
Obstetrics & gyne 

cology 67 
Pedigtrics 72 
Preventive medi 

cine 53 
Psychiatry 
Surgery 

All department 
heads 534 


Hospital group 


Hospital admin- 
istrators 601 343 57 


* Questionnaires were distributed to 10 per cent 
random samples of full-time and not full-time clinical 
faculty members in each school 


reported for Preventive Medicine is actually an underestimate, since not all 
medical schools have Departments of Preventive Medicine. Although the over-all 
57 per cent return of Hospital questionnaires may seem low, the distribution of 
returns in terms of types of hospitals suggests that questionnaires were returned 
for a high proportion of major teaching hospitals, and that less adequate cover- 
age has been obtained for the less used hospitals. 

The nature of the distribution of Faculty questionnaire returns raises some 
doubts about the representativeness of responses of full-time faculty to question- 
naire items. Only 43 per cent of the Faculty sample designated as full-time, as 
opposed to 62 per cent of the faculty designated as part-time and volunteer, 
responded to this questionnaire. Larger proportions of Faculty in publicly owned 
schools responded than did those from privately owned schools. It is also inter- 
esting to note that among Department Heads and Participants the returns were 
better from publicly owned medical schools. Only among Deans were returns 
proportionately higher for privately owned schools, and here the percentage dif- 
ference is only 5 per cent, which is not statistically significant. 


Further analyses 


As this book goes to press, data are being collected by the AAMC and the 
American Medical Association that will provide a basis for examination of pos- 
sible bias in the Faculty respondent group with reference to distributions by 
academic rank and departmental affiliation and regional location and public and 
private ownership of the medical schools to which the respondents are attached.! 


1 See Tables A.1, A.2, A.3, and A.5. See also JAMA 169, Nov. 1959. 
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Tables reporting Faculty responses should be interpreted cautiously pending 
availability of these reference statistics. 

As time and the availability of talent permit, the tabled information reported 
herein will be subjected to further analysis. Indeed, a beginning has already been 
made. Dr. Patricia Kendall of the Bureau of Applied Social Research at Colum- 
bia University has prepared a paper analyzing correlates of the suggestions of 
Faculty members and Department Heads for changes in basic medical science 
curricula. (See Tables A.47 and 1.2 and 1.3 in Chapter 1.) Although current 
literature suggests that pressures toward curricular changes are great, these data 
indicate that current clinical medical faculties as a whole do not tend to recom- 
mend such change. Dr. Kendall’s analysis reveals that when changes are favored, 
recommendations are closely associated with the special concerns of the individ- 
ual respondent’s discipline. Those basic sciences that contribute to the clinician’s 
special field of interest are generally favored for increased emphasis. Prestige 
status in terms of rank and discipline also affects the nature of recommendations 
toward change, with the more secure high-prestige groups expressing greatest 
interest in curricular revision. 

An analysis of medical faculty and administrative attitudes toward the place 
of the internship in the medical curriculum (see Tables A.61 and A.62) is now 
under way and will be reported in the proceedings of the 1960 Institute. 

In addition to studies of this type, that examine interrelationships among atti- 
tudes, conditions, and demographic characteristics of the respondent populations, 
these data on clinical medical education constitute an important adjunct to psy- 
chological studies of the medical student population now being conducted by the 
AAMC research division. Of interest in this connection, for example, are data 
on the biographical characteristics of medical faculties as compared with those of 
first-year medical students, who are about 20 to 30 years their juniors (see 
Tables A.16-A.18). When it is considered that only a very small percentage of 
medical students eventually pursue teaching and research careers, the similarity 
in backgrounds of medical students and faculty is remarkable. Although larger 
proportions of students’ fathers are employed in lower-level occupations than is 
true for clinical faculties and administrators, the latter represent a highly selec- 
tive sample from among their peers, and the likelihood is that, on the whole, a 
career in medicine represents upward social mobility for a similar or a smaller 
proportion of medical students than it did a quarter-century ago. 

Of special significance to the future of medical education is the historical 
record these pre-Institute data provide. It will not be necessary in the future to 
rely upon the biased observations of a vocal few to characterize this era in 
medical education. It will be possible instead to plot trends quantitatively, and 
thus to base descriptions and predictions upon sound factual information. 


Organization of tables 


The tables that follow are grouped in sections by subject matter (see also the 
list of tables following the table of contents). All tables throughout the book are 


2 Kendall, Patricia, “Clinical Teachers’ Views of the Basic Science Curriculum,” J. Med. 
Educ., in press. 
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designed to be self-explanatory, with headnotes and footnotes alerting the reader 
to the respondent group involved, multiple-response tables, and other special 
circumstances. A few tables report frequencies or rating indices, but most figures 
are percentages; Ns are shown in parentheses. It should be noted that the re- 
sponses of the Participants group can be interpreted as school responses, because 
each Institute participant filled out the questionnaire as his medical school’s 
representative. 

As has been pointed out above, practically all tables appearing in this book 
are based on data collection in the months preceding the 1958 Institute. A few 
tables, however, have been taken from the preliminary book of tables compiled 
for the earlier Institute on the Ecology of the Medical Student (1957). With the 
exception of Table 3.6 in Chapter 3, all of these are reproduced in the final sec- 


tion of Appendix A (Tables A.97-A.108). A brief descriptive note precedes this 
group of tables. 


1. Professional and Personal Status of Medical School 
Administrators and Clinical Faculty 


TABLE A.3 
AGE OF FACULTY RESPONDENTS ACCORDING TO ACADEMIC RANK 


(Faculty group) 


o 


60or Nore- Median 
Academic rank 35 35-39 40-44 «445-49 «50-54 955-59 over Sponse 


Professor 

Clinical professor 

Associate professor 

Clinical associate pro- 
fessor 

Assistant professor 

Clinical assistant pro 
fessor 

Instructor 

Clinical instructor 

Othert 

No rank indicated 

All ranks 


* Less than 1 per cent response 


t The most frequently listed ‘‘other” academic ranks were associate and clinical associate, which were inserted by 
67 and 17 faculty members respectively 


TABLE 


AGE OF DEPARTMENT HEADS 
AND DEANS 


(Department head and dean groups) 


Age group 
Under 40 
40-44 
45-49 
50-54 
35-39 
60 or over 
No response 

N 


= of each rank at each age level 
0 5 17 20 20 17 17 4 510 125) 
2 3 5 16 3 25 14 5 530 (61) 
3 22 28 16 10 11 7 3 437 (188) 
1 9 19 21 18 19 10 ; 991 (147) 
22 35 18 10 § 2 385 (284) 
6 19 23 22 17 2 447 (283) 
32 29 17 12 6 * 17 6 $92) 
290 0 20 i3 5 * (330) 
22 22 21 12 4 2 407 (124) 
20 7 43 0 13 13 420 (30) 
17 23 20 15 11 2 41.7 1964) 
of 
dept of 
heads deans 
12 10 
‘ 16 10 
23 15 
17 16 
16 24 
4 25 
2 0 
¢ (391) (81) 
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TABLE A6 


MEMBERSHIP OF DEPARTMENT HEADS AND DEANS IN COLLEGES AND ACADEMIES 
(Department head and dean groups; multiple response) 


, of department heads in each department citing memberships 


Obstet Preven |, of deans 
rics & ve All citing 
gyne Pedi Medi- = Psychi Sur depart member- 

College or academy i cology atrics atry gery ments ships 


Acad. of Neurology ; 5 0 ; 
. Acad. of Pediatrics 86 4 17 
. Acad. of Psychoanal. 0 0 


Acad. of Ob. & Gyne 7 0 0 
Coll. of Physicians 7 4 4 
Coll. of Surgeons 3 0 5 


Fed. for Clin. Resch. 5 11 9 
Gynecological Assoc 0 
. Neurological Assoc. 0 


Pediatric Soc. 
Psychiatric Assoc 
Psychoanalytic Assoc 


Public Health Assoc 
. Soc. for Clin. Invest 
Surgical Assoc 


Assoc. of Am. Physicians 
Assoc. of Tchrs. of Prev. Med. 
Federated Societies 


Soc. for Exp'tl. Biol. & Med. 
Sac for Pediatric Research 

Soc. of University Surgeons 
Other or no memberships 
Average responses per individual 


N in each group 


Am 1 
Am 4 
Am 0 
Am 15 4 
Am 25 is 
Am 21 5 
Am 16 10 
Am 6 1 
Am ? 
Am 0 0 37 0 0 0 10 4 
Am 1 2 95 0 17 
Am 0 0 0 0 pe | 0 4 0 
Am 9 0 14 RI 2 0 16 17 
Am 55 1 17 17 5 9 19 258 
Am 1 0 0 0 0 io) 10 2 
42 0 6 2 2 0 nt) 15 
6 7) 0 a7 0 0 13 9 
23 1 12 6 2 14 10 19 
45 9 22 15 5 44 19 28 
0 0 87 2 0 0 11 4 
0 0 0 0 0 50 8 1 
45 60 40 75 51 59 
242 3.25 09 2 48 60 3 07 240 
78 (67) 88) (391) 81) 
4 
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TABLE A.7 


INFORMATION ON SPECIALTY BOARD ELIGIBILITY AND 
CERTIFICATION OF FACULTY MEMBERS AND DEANS 


(Faculty and dean groups; multiple response) 


Certified individu- 
als citing time 


Individuals eligible between M.D & 
for each board certification 
% not %. Average 
certi- —_certi- no. of 
Specialty board fied fred N* years N 


Anesthesiology 20 KO (40) 85 (31) 
Dermatology & syphilology 7 93 (57) 10 9 ($1) 
Internal medicine 31 69 (519) 98 (355) 
Neurological surgery 14 86 (22) 08 (18) 
Obstetrics & gynecology 27 73 (132) 10 3 (97) 
Ophthalmology 15 85 (80) 7 (68) 
Orthopedic surgery 18 82 (50) 10.5 (41) 
Otolaryngology 9 1 (58) 8 (52) 
Pathology 22 78 (92) 88 (71) 
Pediatrics a 18 82 (199) 84 (157) 
Physical medicine & rehabilita- 

tion 21 79 (14) 12.1 (9) 
Plastic surgery 42 58 (19) 12.2 (12) 
Preventive medicine 60 40 (15) 17.2 (5) 
Proctology 7 93 (14) 43 (12) 
Psychiatry & neurology 22 78 (208) 93 (161) 
Radiology 5 95 63) 7.8 (G0) 
Surgery 14 (205) 100 (172) 
Thoracic surgery 16 R4 $1) 13.0 (23) 
Urology 18 82 (60) 11.2 (49) 

Dean group 

Ome or more boards 9 91 (63) 1 (57) 


* OF the faculty group, 164 did not respond 
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Faculty group 


TABLE AB 


INFORMATION ON SPECIALTY BOARD ELIGIBILITY AND 
CERTIFICATION OF DEPARTMENT HEADS 


(Department head group; multiple response) 


: Dept. heads citing 
Dept. heads eligille time between M.D 
for each board and certification 
ee N not N certi- Average 
Specialty board certified fied 


Anesthesiology 1 
Internal medicine 11 
Neurological surgery 0 
Obstetrics & gynecology 3 
Pediatrics 

Plastic surgery 

Preventive medicine 

Psychiatry & neurology 

Surgery 

Thoracic surgery 


TABLE A.9 


FULL-TIME, PART-TIME, AND VOLUN- 
TARY STATUS OF FACULTY MEMBERS, 
DEPARTMENT HEADS, AND DEANS 


(Faculty, department head, and dean groups) 


of of of 
Status faculty dept. heads deans 


Full-time 22 
Part-time 15 
Voluntary 48 
No response or un- 
classified 15 7 
N in each group (1964) (391) 


TABLE A.10 


FULL-TIME, PART-TIME, AND VOLUNTARY STATUS OF 
DEPARTMENT HEADS ACCORDING TO DEPARTMENT 


*) of heads from each dept 
indicating status 
Part Volun- No status  N in each 
Department i time tary indicated department 


Medicine 0 (78) 
Obstetrics & gynecology 7 6 (67) 
Pediatrics 1 (72) 
Preventive medicine 8 (53 
Psychiatry (66) 
Surgery 5 (55) 
All departments (391) 


0 0 0) 
82 10 6 81) 
2 200 (2) 
63 101 (60) 
70 90 (64) 
1 200 (1) 
3 o4 (30) 
63 93 (00) 
11.0 (49) 
10 16 6 (8) 
o4 
0 
0 
6 
(81) 
163 


suodsas yuad ue j) $89] » 


4 


(F961 


yulof 


AZopoipry 


AZopoyyed 

AZOpOIIUAT 


sep 


Jad SAPp dunt yore jo 


(sdnoid peoy puv 


7 w - | 
| 
| 
| 
| 
| 
>, | 
| 
os 
/ | 
| 
| = e in | 
on ~ - ate | 
| 
| 
| 
| 
' 
| = | SOOM CONS 
i = 
| j 
} 
| & 
| = | TENN MINS E 
es be 
| 
| 
| 
| 
| = 
| | 
| 
| | 
| | | | 
| 
= | 
= | mone | 
| 
| 
| 8 
| 
| 
= | 
§ | 
| 
= 
| = | 
| =3 
£5 


TABLE A.12 
PROPORTION OF FACULTY AND DEPARTMENT HEAD INCOME FROM 
PRIVATE PATIENTS 
(Faculty and department head groups) 


% of each department citing proportion of professional 
income from private patients 


No Median 
25 75- re- proportion 
Department ‘ % 49% 1% WG sponse N of income 


Faculty group 


Anesthesiology i : : (40) 
Dermatology 4 (56) 
Medicine 5 f (519) 
Neurology (25) 
Obstetrics & gynecology 4 5 (135) 
Ophthalmology (78) 
Otolaryngology 2 5 { (57) 
Pathology & clinical jya- 

thology 5 3 (94) 


Pediatrics (200) 
Preventive medicine 29) 
Psychiatry 23 (216) 
Radiology 2 8 (63) 


Surgery (250) 
Urology 5 (59) 
Other 7 5 (81) 
Joint appointments (32) 


No department indicated (10) 


Total faculty 7 f (1964) 


Medicine (78) 
Obstetrics & gynecology 5 (67) 
Pediatrics 1 (72) 
Preventive medicine 75 (53) 
Psychiatry 5 3 (66) 
Surgery 3 (55) 
Total department 
heads 7 (391) 


* Less than 1 per cent response 


' 

74.5% 

100 0% 

84.9%, 

30.7% 

100 0% 

100 0% 

100 0% 

0 
95.3% 
0 

77.8% 

68 3% 

99 5% 

100 0% 

99 5% 

43 3% 

100.0% 
90 3% 

Department head group 

10 0% 

44.1% 

23.7% 

MB 
14.9%, 

tan 


TABLE A.13 


INDEPENDENT INCOME OF FACULTY MEMBERS, DEPARTMENT HEADS, AND DEANS 
AND OPINION ON ITS EFFECT ON ACADEMIC CAREER 


(Faculty, department head, and dean groups) 


wos Individuals with independent income: 
Response on having significant response on its essentialit y to remain- 
independent income ing academic medicine 


~ eas ~ 
Group breakdown No response response N 


Faculty group 


Anesthesiology 
Dermatology 
Medicine 
Neurology 


Obstetrics & gynecology 

Ophthalmology 

Otolaryngology 

Pathology & clinical pa- 
thology 


Pediatrics 
Preventive medicine 
Psychiatry 
Radiology 


Surgery 

Urology 

Other 

Joint appointment 


No department indicated 


Total faculty 


= 


Department head group 
Full-time (310) 
Part-time 7 (42) 
Voluntary (13) 
No status indicated 2 7 (26) 
Total department heads (391) 


Dean group 


All deans 23 4 (81) 


* Less than 1 per cent response 


» 
12 aS 0 (40) 0 80 20 (5) 
23 75 2 (56) ‘1 69 0 (13) 
19 * (519) 49 48 (100) 
12 aS 0 (25) 67 43 0 3) 
21 79 * (135) 49 50 11 (28) 
19 xu 1 (78) 33 oo 7 (15) 
16 st 0 (57) 22 78 0 (9) 
20 80 0 (94) 58 42 0 (19) 
20 80 (200) 41 54 5 (39) 
83 (29) 25 75 0 (4) 
19 81 (216) 33 65 2 (42) 
19 81 (63) 42. 50 & (12) 
18 80 (250) 36 59 5 (44) 
“4 Ley (59) 25 75 0 (8) 
16 &3 (81) 46 54 0 (13) 
12 86 (52) 83 17 0 6) 
PC 10 00 a (10) 0 0 100 (1) 
PY 18 82 . (1964) 41 45 4 (361) 
a4 66 0 (61) 
50 SO 0 (10) 
25 sO 25 (4) 
50 50 0 (6) 
37 62 1 (81) 
ee 37 63 0 (19) 
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2. Biographical Background of Medical School 
Administrators and Clinical Faculty 


TABLE A.16 


COMMUNITY ORIGINS OF FACULTY 
MEMBERS, DEPARTMENT HEADS, 
AND DEANS 


Faculty, department head, and dean groups) 
Type of community lived A ™ of 
in longest before dept. 
medical school heads 


Large city (over 100,000) 43 
Suburbs of a large city 7 
Small city (10 000-100 20 
Town (1000-10000) 19 
Small town (under 1,000) : 6 
Farm § 
No response 
N 


a 


1 
(1964) 391) 


* Less than 1 per cent response. 


TABLE A.17 


BIRTHPLACE, EDUCATION, AND OCCUPATION OF PARENTS OF FACULTY MEMBERS, 
DEPARTMENT HEADS, DEANS, AND STUDENTS 


Faculty, department head, dean, and 1956 first-year student groups) 


of first year 


of faculty of dept. heads *) of deans students (1956) 


Item on parents Father Mother Father Mother Father Mother Father Mother 


Birthplace of parents: 
U.S. or Canada 
Other or no response 

N 


Education of parents 
Graduate degree 
4-year college graduate 
Some college 
High school graduate 
Some high school 
Eighth grade or less 
No response 

N 


Occupation of parents: 
Professional: 
Physician 
Medically related 
Nonmedical 
Clergyman 
Managerial: 
Administrator (business & 
govt.) 
Proprietor 
Farm owner or manager 
Semiprofessional or technical 
worker 
Clerical or sales worker 
Skilled worker 
Semiskilled or unskilled worker 
Housewife 
Other 
No response 
N 


~ 


(1964) (391) 


* Less than 1 per cent response. 


t The question on mother’s education addressed only to this sample of the total group. 
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jeans 
9 
21 
21 
9 
1 
(81) 
66 71 76 79 79 RS 
4 29 44 21 21 15 
1964 (391) &1) 
» 4 29 5 22 5 26 6 
13 9 15 i 4 1 20 
19 13 18 9 12 15 22 
27 18 31 22 37 15 27 
4 1 13 16 16 11 9 
21 17 15 M4 15 19 4 
2 3 3 10 11 ; 2 
(1964 (391) (81) (756) (271)t 
15 17 12 0 11 
4 2 1 1 0 0 3 
12 10 10 10 7 5 11 
3 4 0 “4 0 3 
16 1 19 * 4 1 13 
23 $ 19 * 15 0 17 
5 * 9 * 20 2 4 
1 0 0 0 0 3 
& 6 1 5 0 9 
; 6 0 7 0 7 
6 4 1 4 0 8 
82 88 
4 1 1 1 0 6 
1 1 4 1 4 5 
PC (81) (756) 


TABLE A.18 
TYPES OF UNDERGRADUATE SCHOOLS 
ATTENDED BY FACULTY MEMBERS, 
DEPARTMENT HEADS, AND DEANS 


Faculty, department head, and dean groups; 
multiple response) 


of of 
Types of school facul dept. "| of 
attended heads deans 
Secondary: 
Public high (city) 
Public high (suburban) 
Public high (rural) 
Private high school 
Parochial high school 
No response 
Average number of responses 
per individual 


w 


College: 

Private university 

Private college 

State university 

State college 

Municipal college 

No response 

Average number of responses 
per individual 


N 


* Less than 1 per cent response. 


TABLE A.19 


DEGREES HELD BY FACULTY MEMBERS, 
DEPARTMENT HEADS, AND DEANS 


(Faculty, department head, and dean groups) 


‘ © 


of of 
facul- dept © of 
Degree held ty heads deans 


| 92 91 
4 Ph D. tor Sc.D.) 8 
Total M.D. 9 99 


M_D. on 
M.D. an 


Ph.D. (or Sc.D.) only 3 1 
Neither M.D. nor Ph.D 
(or Sc.D.) 
N 


1 0 
(1964) (391) 


TABLE A.20 


SCHOOLS GRANTING DOCTORAL DEGREES TO MEDICAL SCHOOL 
ADMINISTRATORS AND CLINICAL FACULTY 


(Combined group: faculty, department heads, and deans) 


M.D. only 


Number of 
M.D. De- 
School granting degree grees 


Ph.D. or 
Sc.D. only M.D. and Ph.D. or Sc.D 

Number of 

Number of Ph.D. or 

M.D. De- Sc.D. De- 
grees grees 


Number of 


\Mabama 
\lbany 
Arkansas 
Kaylor 
Boston 


Bowman Gray 
Buffalo 
California—S.F 
‘alifornia—L.A 
Chicago Medical 


‘hicago, Univ. of 
incinnati 
olorado 
olumbia P & S 
ornell 


Creighton 
Florida 
Dartmouth 
Duke 
Emory 


Georgetown 
George Washington 
Ceorgia 
Hahnemann 
Harvard 


Howard 
Illinois 
Indiana 
lowa 
Jefferson 


0 
2 
2 
(Table continued on page 172 
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6 
0 
(81) 
41 40 33 
21 21 35 
33 34 36 
7 4 4 
2 2 0 
2 3 1 
1.05 1.04 1.10 
(1964) (391) (BI) 
, 1 0 0 0 
9 0 1 0 
10 0 0 0 
19 0 1 0 
20 0 1 1 
0 1 0 
21 0 0 0 
aM 0 2 3 
’ 2 0 1 0 
6 0 0 0 
( 75 4 6 4 
( 0 1 
( 21 0 0 0 
( 66 5 5 11 
( 38 0 0 4 
7 0 
0 0 0 
0 0 0 0 
Mu 1 1 0 
lt 0 1 
1 
27 0 0 0 
6 0 1 1 
Ww 0 0 
140 4 
16 0 1 0 
62 5 
21 0 
a 


TABLE A.20- Continued 


SCHOOLS GRANTING DOCTORAL DEGREES TO MEDICAL SCHOOL 
ADMINISTRATORS AND CLINICAL FACULTY 


(Combined group: faculty, department heads, and deans) 


Ph.D. or 
M.D. only Sc.D. only M.D. and Ph.D. or Sc.D 
Number of Number of 
Number of Ph.D. or Number of 
M.D. De- Sc.D. De M.D. De 
School granting degree grees grees grees 


Johns Hopkins : 
Kansas 0 
$.U.N.Y.-N.Y.C. 

Louisiana 

Louisville 


Stritch (Loyola) 
Marquette 
faryland 

Med. Evangelists 
Meharry 


Michigan 
Minnesota 
Missouri 

Nebraska 

New York Medical 


New York Univ. 
North Carolina 
Northwestern 
Ohio State 
Oklahoma 


Oregon 
Pennsylvania 
Pittsburgh 
Rochester 

St. Louis 


South Carolina 
Southern California 
Southwestern 
Stanford 
S.U.N.Y.-Syracuse 


Temple 
Tennessee 
Texas 
Tufts 
Tulane 


Utah 

Vanderbilt 
Vermont 

Virginia, Univ. of 
Virginia, Med. Coll. 


Washington, Univ. of 
Washington, St. Louis 
Wayne State 

Western Reserve 
Wisconsin 


Woman’s Medical 
vale 


Alberta 
Dalhousie 
Laval 
Manitoba 
McGill 


Montreal 
Ottawa 

Queen's 
Toronto 
Western Ontario 


Other 
School not indicated 


Total 


1 
2 
0 
0 
0 

17 0 0 0 
16 0 0 0 
29 1 3 1 
22 0 1 0 
6 0 0 1 
0 1 2 4 
$1 15 17 
0 0 0 1 
0 0 
26 0 0 
42 1 0 
0 0 1 2 
62 5 10 6 
9 2 0 1 
25 0 1 1 
31 0 2 0 
o4 1 4 6 
22 1 0 0 
0 1 3 2 
36 0 3 1 
21 0 0 0 
17 0 2 a 
5 0 0 0 
28 0 0 0 
28 0 0 0 
19 0 1 0 
19 1 i a 
30 0 2 0 
25 0 0 0 
41 1 1 2 
6 0 0 0 
43 “ 0 0 
12 0 0 0 
27 1 1 0 
29 0 0 0 
3 1 
0 0 
7 0 0 0 
18 2 2 
18 3 1 2 
29 2 1 2 
7 0 1 0 
10 0 1 0 
4 0 0 0 
16 0 1 0 
34 0 2 2 
6 0 1 0 
2 0 0 1 
9 0 0 0 
4 0 1 
7 0 ; 2 
0 1 
2227 66 116 116 
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TABLE A221 


SOLKCE OF FACULTY MUD. DEGREE ACCORDING TO 
CURKENT MEDICAL SCHOOL 


Faculty group) 


rculty at each school 
citing M.D. source 


Current medical 


United States: 
Alabama 
Albany 
Arkansas 
Baylor 
Boston 


Bowman Gray 
Buffalo 
alifornia—S.F. 
California—L.A. 
Chicago Medical 


hicago, Univ. of 
incinnati 
olorado 
olumbia P & S 
ornell 


Florida 
Dartmouth 
Duke 
Einstein 
Emory 


Creorgetown 
George Washington 
Georgia 
Hahnemann 

Harvar 
Howard 
Illinois 
Indiana 
owa 
Jefferson 


Johns Hopkins 

Kansas 

State Univ. N.Y. (N.Y 
Louisiana 

Louisville 

Stritch (Loyola 
Miami 

Marquette 
Maryland 

Medical Evangelists 


Meharry 
Michigan 
Minnesota 
M 


Nebraska 
New York Medical 
New York Universit 
North Carolinz 
Northwestern 
Oklahoma 


Table continued on page 174 


o 
N of 
faculty 
Current (ther Unspecified at each 
SE ¢ 100) school school or no M.D school 
7 3 “ (15 
2 i4 (7 
57 i 14) 
18 82 0 (33) 
63 $ (29) 
11 89 0 9) 
os 35 0 (234) 
19 56 5 41) 
2 96 2 41) 
0 9? 8 (14) 
( 5 19 2R) 
( » 6% ; (38) 
( $3 o4 ; 46) 
( 78 3 (31) 
0 1) 
a 
6] 0 9) 
“ 20) 
28 O4 39) 
+44 29) 
(6 
22 9 
9 $5) 
0 1?) 
; 
” 11) 
1) 
0 
$1) 
67 (21) 
28 ? 
15 ‘20 
48 52 0 27) 
12 
0 23) 
$7 0 27) 
18 9 11) 
0 40) 
? 
i4 23 
18 
15 75 10 20 
"1 9 22 
5? 33 
Puerto Rico 0 12 
Pittsburgh i 5 4? 
Rochester ts 2 0 2 
St. Lou 1 
Sout Carolir " 's 
Southwestern 
Stanford 28 “ 
State Univ. N.Y ‘ 4 
Pemple 
Tennessee 1s 
4 
Tult i} 6 (32) 
\ 
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TABLE A.21—Continued 


SOURCE OF FACULTY M.D. DEGREE ACCORDING TO 


CURRENT MEDICAL SCHOOL 
(Faculty group) 


“) of faculty at each school 


citing M.D. source 
/ Current Other —Unspecitied 
Current medical school school school or no M.D 


N of 
faculty 
at each 
school 


10 


Vanderbilt 
Vermont 
Virginia, University of 


Virginia, Medical College 
/ashington, University of 

Washington, St. Louis 

Wayne State 

Western Reserve 


Wisconsin 
Women’s Medical 
Yale 


Canada: 
Alberta 
Dalhousie 
Laval 
Manitoba 
McGill 


Montreal 
Ottawa 

Queen's 
Saskatchewan 
‘Toronto 
Western Ontario 


Current school not spec- 
ified 


Total 


(19) 


(1964) 


’ Tulane 38 52 |_| (42) 

Utah 17 74 y (23) 

67 33 0 21) 

55 36 9 (11) 

78 il 11 (9 

49 9 12 (33) 

5 &7 & 37) 

09 (16) 

15 85 0 (13) 

: 38 56 6 (34) 

6 75 19 (16) 

56 0 (18) 

25 75 0 (28) 

37 42 21 (19) 

&0 20 0 (3) 

100 0 0 (a) 

88 12 0 (8) 

33 67 0 (3) 

100 0 0 (7) 

33 67 0 (6) 

75 25 0 (4) 

0 100 0 (3) 

71 29 0 21) 

67 33 0 6) 

35 60 5 
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TABLE A.25 


AVERAGE NUMBER OF YEARS OF GRADUATE EDUCATION OF FACULTY MEMBERS, 
DEPARTMENT HEADS, AND DEANS 


(Faculty, department head, and dean groups) 


Internship, resi- 
dency, clini- Research Total years of 
cal fellowship fellowship Other graduate study 
Re- 
spond- 


Department ing N years 


Anesthesiology 
Dermatology 

Medicine 
Neurology 
Obstetrics & gynecology 
Opht halmology 
Otolaryngology 
Pathology or Sinical pathology 
Pediatrics 
Preventive medicine 
Psychiatry 
Radiology 
Surgery 
Urology 
Other 
appointment 

o dept. indicated 

All departments 


= 


Se aN 


CON SK 


(1911) (1920) 


Department head group 


Medicine 

Obstetrics & gynecology 
Pediatrics 

Preventive medicine 
Psychiatry 

Surg 


ery 
Ail departments 


Dean group 
Deans (total group) 7 (77) 


TABLE A.26 


AVERAGE NUMBER OF YEARS OF GRADUATE EDUCATION OF FULL-TIME, 
PART-TIME, AND VOLUNTARY FACULTY MEMBERS 


(Faculty group) 


Internship, resi- 
in 


denc ical Research 
fel owship fellowship Other 


Re- 


spond- 
Faculty status* ing } ing 


Full time A 
Full-time B & C 
Part-time A 
Part-time B & C 
Volun 
Voluntary B 
Voluntary C 


Not assignable 
status categories (1911) 


eccececoso 


(1911) (1911) 


* A: Respondents who ranked capching, research, or contacts with other university Gentenbiaane as the most impor- 
tant activity for the clinical teacher. 


B: pn | ae who ranked hospital staff or county medical society as the most important activity for the clini- 
teacher 


C: sw op who ranked certification boards or specialty colleges as the most important activity for the clini- 
cal teacher 
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‘ 
Faculty group 
(40) 
(55) 
(507) 
(25) 
(135) 
(77) 
(56) 
(92) 
(195) 
(26) 
(201) 
(62) 
(249) 
(58) 
(73) 
(52) 
(9) 
(1912) 
(78) 3.8 (78) 9 (78) 5 (78) 
(67) 4.6 (67) 5 (67) 6 (67) 
(70) 37 (70) 1.0 (70) 4 (70) 
(50) 2.3 (50) 9 (50) 11 (S1) * 
(65) 44 (65) 4 (65) 10 (65) ‘ 
(55) 50 (55) x (55) 5 (55) 
(385) 40 (385) 8 (385) 6 (386) 
of graduate 
study 
Re- Aver || Aver- Re- Aver- Re- Aver- 
age spond- age spond- age 
years ing N years ing N years 
(392) 
(46) 
(213) 
(81) 
($79) 
(228) 
(101) 


CLINICAL TEACHING EXPERIENCE OF DEPARTMENT HEADS AT VARIOUS 


Department 


Medicine 

Obstetrics & 
gynecology 

Pediatrics 


Preventive medi- 


cine 

Psychiatry 

Surgery 

All depart- 
ments 


TABLE A.27 


CLINICAL TEACHING EXPERIENCE OF 
FACULTY MEMBERS AND DEANS 
AT VARIOUS LOCATIONS 


(Faculty and dean groups) 


Number 
of years school 


Pres- 


ent 


All 
loca- 
tions 


An- 
other 
US. 
school 


For- 


en 
school Other 


1- 

3-5 

6-10 
11-15 
16-20 
21-25 


26 or more 
No re- 
sponse 


Less than 1 3 
? 


Faculty group (N = 1964) 


Less than 1 
1-2 


26 or more 


No re- 


sponse 12 


70 


ee 


12 


* Less than | per cent response 


Present school 


(Department head group) 


Another 
U.S. school 


TABLE A.28 


Foreign 
school 


Other 


spond- 


Re- Aver- 
age 
years 


ing N 
(78) 
(67) 
(70) 
(48) 


(66) 
(54) 


(383) 


Re- 
spond- 
ing N 

(78) 

(67) 

(70) 

(48) 


(66) 
(54) 


(383) 


Aver- Re- 


age 


Aver- 
age 1 
years ing N 
(78) 


(67) 
(70) 
(48) 


(66) 
(54) 


(383) 


spond- 


Aver 
age 
years 


% of each group citing clinical 
teaching experience 
9 2 
13 1 i 
8 1 21 
3 * 2 
2 0 
ad 0 8 
0 6 
4 4 i 3 
Dean group (N =81) 
28 43 81 86 14 
2 10 4 0 1 
™ 3-5 12 7 1 1 2 
6-10 12 16 1 1 20 
11-15 12 5 1 0 u 
16-20 6 a 0 0 10 
21-25 4 1 0 0 6 
2 0 0 21 
12 12 12 
Oca mons 
| | | All schools 
Re- Aver- 
spond- age 
ing N years 
14.0 01 (78) 19.7 
13.5 5.0 (67) 01 05s (67) 191 
12.5 52 (70) 03 02 1) 18.5 
10 9 28 (48) 04 03 (48) 45 
10.7 49 (66) 0.2 06 (66) 16.3 
12.6 49 (383) 03 (385) 18.3 
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TABLE A.29 


BASIC SCIENCE TEACHING EXPERTENCE OF FACULTY 
MEMBERS, DEPARTMENT HEADS, AND DEANS 


(Faculty, department head, and dean groups) 


% of each departmental group 
citing experience 
1 or more 

years’ ex- No ex- No re- 
Department perience perience sponse 


Faculty group 


Anesthesiology 
Dermatology 
Medicine 
Neurology 
Obstetrics & gynecology 
Ophthalmology 
Otolaryngology 
Pathology or clinical pathology 
Pediatrics 
Preventive medicine 
Psychiatry 
Radiology 
Surgery 
Urology 
Other 
Joint appointment 
No dept. indicated 

All departments 


Medicine 
Obstetrics & gynecology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 
All departments 2 7 (391) 


Dean group 


Deans (total group) 


* Less than 1 per cent response 


3. Faculty Personnel Selection and Advancement 


N 
15 83 (40) 
18 SO (56) 
15 a5 (519) 
16 80 (25) 
12 (135) 
8 92 (78) 
18 82 (57) 
81 15 (94) 
10 87 (200) 
41 52 (29) 
11 (216) 
4 &3 (63) 
23 76 (250) 
17 83 (59) 
26 69 (81) 
61 (52) 
10 70 ho (10) 
19 79 (1964) 
Department head group 
a 58 42 0 (81) 
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TABLE A.32 


OPINION OF DEANS ON IMPORTANCE OF VARIOUS CRITERIA IN APPOINTING AND 
ADVANCING PART-TIME AND VOLUNTARY STAFF 
(Dean group) 


All schools 


Criteria pertaining to Respond Respond- Respond- 
part-time and voluntary staff ing N Average . ingN Average ing N Average 


Importance in making appointments 


Administrative ability 

Board certification 

Clinical experience 

Clinical skill 

Membership in academy or college 
college of discipline 

Publications 

Recommendation from dept. head 

Recommendation from other source 

Research activity 

Teaching ability 

Other 


(44) 


nee in making advancements 


Ability to maintain satisfactory per 
sonal relationship with fellow staff 
members 

Administrative ability 

Clinical skill 

Election to membership in academy 
or college of discipline 

Recommendation from dept. head 

Recommendation from other source 

Research activity 

Seniority 

Service to community 

Service to hospital 

Teaching proficiency 

Work load 

Other 


wre 


2 2 
3 
2 
2 2 
2 2 
2 2 
3 3 
3 
2 3 
3 3 


- 


* Averages are based on a scale where none = 1, little = 2, some = 3, and much = 4. 


4, Organizational Structure and Procedure 


TABLE A.33 


SCHOOL REPORTS ON TERMS OF 
APPOINTMENT FOR DIFFERENT 
FACULTY RANKS 
(Participants group; multiple response) 


of 75 
schools 
indicat- Other tenure 
ing life - 
tenure Average 
appoint N of length in 
Academic rank ments schools years 
Professor (17) $ 
Clinical professor (34) 1 
Associate professor 7 (30) 2 
Clinical associate pro- 
fessor 
Assistant professor 
Clinical assistant pro 
fessor 
Instructor 
Clinical instructor 


Average* importance of each criterion cited by deans in each group 
Tax-supported schools Private schools Fs 
(34 1 
3 (42) 
(35 3 (45) 
35) 3 (44) J 
(33) 2 
34) 2 
31) 
(24) 2 
35) 2 
34) ; 
(11) 3 
lm port 
38 80) 
(79) 
33 (76) 
M4 
33 
22 
33 
? 
(33) 
(35) 
4 0 
(5) 
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TABLE A.3t 
DEPARTMENT HEAD REPORTS ON KESIDENTS 


(Department head group) 


Proportion of residents 
teaching medical students 1957-58 residents 
N of dept Average % Average N of dept 
heads re of quota unsatis 
sponding ied factory sponding 
Medicine 7 (68) 92 
Obstetrics & gynecology 65 9% 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


heads re 
Department 


TABLE A.35 
DEPARTMENT HEAD REPORTS ON APPOINTMENTS AND STIPENDS 
GIVEN TEACHING RESIDENTS 


(Department head group 


™ of heads from each department citing: 
Proportion of residents 


Proportion of residents 
given appointments 


given stipends 


No re No re- N from 


Department None sponse i Some None sponse each dept 
Medicine 


Obstetrics & gynecology 
Pediatrics 
Psychiatry 
Surgery 
All departments 


TABLE A.36 
DEPARTMENT HEAD REPORTS ON HOURS PER YEAR ASSIGNED 
TO DEPARTMENT 


(Department head group 


Average hours ne N of dept 
he ads te 


Sponcing 


Department 


Medicine 
Obstetrics & gynecology 
Pediatri 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


Ist year 2nd year 
173 0 7 
& 
i7 0 


TABLE A.37 
DEPARTMENT HEAD REPORTS ON TIME DEVOTED TO DIDACTIC TEACHING 


(Department head group) 


Averae 


Denartment 


Medicine 
Obstetrics & gynes ology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


— 
71 25 44 67 
31 43 20 i 25 7 42 6 (72) 
41 24 17 18 12 17 4j 6 
+4 44 25 41 1! (5S) 
? 3 619 53) 
29 8 462 115 6 1061 (64) 
35 6 321.8 279 9 
94 59.9 204 4 211.2 s7¢ 
of time for didact ing 
Ist year 2nd year irl year 4th vear 
Respond Respond Respond Respond 
Pe ing N Av.” ing N Ay: ¢ ing N Ay. % ing N Ay. % 
(24) 799 71) 7g 71) iS 6 1) 12 5 
‘9 os 41 4 Oh) ll 
27) od 721 ot 29 0 
(56) oo 70 2 oo) 18 6 
(16) 42) 64.3 48) ig 9 46 10 
(150) 79.9 320) 65.7 (343) 33.6 $40) 14.8 . 
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TABLE A.39 


DEPARTMENT HEAD REPORTS ON MINIMUM TEACHING TIME 
REQUIRED OF PART-TIME AND VOLUNTARY STAFF 


(Department head group) 


% of heads from each department 
Obstetrics 
Minimum teaching oe & gyne- Pedi ve 
time required Medicine cology atrics medicine atry Surgery partments 


Part-time staff 


Participation in teaching medical 
students not required 

Less than 3 months per year 

3-6 months per year 

6-11 months per year 

On service continuously 

No response 


0 


Participation in teaching medical 
students not required 
Less than 3 months per year 
3-6 months per year 
6-11 months per year 
On service continuously 
No response 
N in each department 


TABLE A.40 


DEPARTMENT HEAD REPORTS OF METHODS USED TO ORIENT STAFF TO 
DEPARTMENTAL TEACHING OBJECTIVES 


(Department head group; multiple response) 


of heads from each department citing 
orientation method 
— - Average 
Indi Depart No for- number of 
vidual mental mal ori responses N of head 
confer meet- entation No re- per indi- in each 
Department “e ence ings Other provided sponse vidual dept 


Full-time staff 


Medicine 
Obstetrics & gynecology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


—— 


Medicine 

Obstetrics & gynecology 
Pediatrics 

Preventive medicine 
Psychiatry 

Surgery 
All departments 


Voluntary staff 


Medicine 56 
Obstetrics & gynecology 7 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


wen 


| 4 12 4 § 
6 17 19 14 13 4 
4 4 21 12 9 13 
35 18 22 27 30 26 
27 29 11 18 29 22 
28 18 19 17 15 20 ' 
Voluntary staff 
15 10 10 21 21 16 15 
0 32 37 37 20 27 31 
26 15 18 8 “4 13 16 
12 19 7 6 20 M1 13 
5 9 7 2 $ 9 6 
12 15 21 26 22 24 19 
(78) (67) 72) (53) (66) 55) (S91) 
32 81 90 1 1 2.2 (78) 
16 58 66 0 1 17 (67) 
19 67 81 ] 4 18 (72) 
1 62 66 4 x 16 §3) 
M4 11 2 2.1 (66) 
a4 71 &2 4 0 19 (55) 
23 69 79 4 3 19 
Part-time staff 
41 71 0 78 
$1 51 67 7 (67) 
24 6 (72) 
19 54 45 5 (53) 
aa 71 71 0 (66) 
38 56 75 9 55 
31 59 65 8 491) 
(78) 
(67) 
(72) 
(534) 
(66) 
55) 
(391) 
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TABLE 
DEPARTMENT HEAD REPORTS OF RESEARCH OPPORTUNITY FOR 
PART-TIME AND VOLUNTARY STAFF 


(Department head group) 


Opportunity for clinical studies Opportunity for laboratory studies 
- -- - —_—-—— N of heads 


% No %, No from each 


Department 


oN response | Ves % No response department 
Medicine 5 
Obstetrics & gynecology 0 
i 3 
5 


Pediatrics 

Preventive medicine 1 

Psychiatry ( 

Surgery 0 
All departments : d 4 


TABLE 


DEPARTMENT HEAD REPORTS ON ADEQUACY OF 
RESEARCH FACILITIES 


(Department head group) 


“, of heads from each department citing adequacy 
of research facilities N of heads 
~ from each 
Ex No depart 
Department cellent Good Fair Poor response 


Medicine 
Obstetrics & gynecology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


TABLE A.13 
DEPARTMENT HEAD REPORTS ON FACULTY PARTICIPATION EN 
DEPARTMENTAL POLICY FORMULATION 
(Department head group) 


Dept. head indications of average* faculty participation 
in policy formulation 
Full-time staff Part-time staff Volunteer stati 


Re 3 Re 
spond ve spond Aver 
Department . i : ing N age 
Medicine 
Obstetrics & gynecology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 
All departments 


NNN 


* Averages are based on as ale where none = 1, little = 2, some = 3, and much 
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77 18 5 (391) 

13 45 29 10 3 78 
15 21 35 28 1 (67) 
18 25 42 M4 1 72) 
9 40 »” 15 6 53 
17 26 26 26 5 66) 
22 44 18 16 0 (55) 
16 33 18 $91) 


TABLE A.tt 


FACULTY REPORTS ON FREQUENCY OF PARTICIPATION 
IN DEPARTMENTAL POLICY FORMULATION 


(Faculty group) 


% of faculty at each rank citing frequency of 


participation in policy formulation 
; Some No re- N of faculty 
Academic rank Never Rarely times Often sponse at each rank 


Professor 
Clinical professor 
Associate professor 
Clinical associate professor 
Assistant professor 
Clinical assistant professor 
Instructor 
Clinical instructor 
Other 
No rank indicated 

All faculty 


(125) 
(61) 
(188) 
(147) 
(284) 
(283) 
(392) 
(330) 
(124) 
(30) 
(1964) 


* Less than | per cent response 


TABLE A.45 


DEPARTMENT HEAD OPINION ON CONTRIBUTION OF VARIOUS FACULTY 
GROUPS IN TEACHING MEDICAL STUDENTS 


(Department head group) 


Average* value of each group as cited by heads 
rom each department 


: : Part-time Part-time 
Full-time (paid) voluntary) Residents 
Re Re Re 
spond Aver pond 
Department ing N age ing N 


Re 
spond Aver- spond Aver 
ing N age I age 


ps 
BA 


Medicine (7 40 64) 
Obstetrics & gynecology 55 40 (49) 
Pediatrics 40 (62) 
Preventive medicine 3.9 (44) 
Psychiatry 38 (56) 
Surgery ) 40 (48) 

Ail departments 5: 39 (323) 


71) 
(62) 


* Averages are based on a scale where very little = 1, little = 2, some = 3, and muck = 4 


TABLE A.46 
DEPARTMENT HEAD REPORTS ON SOURCES OF DEPARTMENTAL SALARY BUDGET 
(Department head group) 


Average % of dept. salary budget from each source 
—— -— N of re- 
Private Regular Regular sponding 
i university hospital Research Training heads from 
Department < funds funds grants Other each dept. 


Medicine 
Obstetrics & gynecology 
Pediatrics 
Preventive medicine 
Psychiatry 
Surgery 

All departments 


(72) 
(61) 
(66) 
(47) 
(55) 
(S51) 
(348) 


5. Curriculum Content and Emphasis 
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3 8 20 607 
23 21 40 16 
10 16 32 41 
27 32 24 17 
15 28 23 
36 27 25 11 
35 30 "24 11 
47 30 19 4 
38 29 23 10 
40 27 23 7 
0 26 26 18 
3 3.1 (73) 3.6 
3 || 31 (63) 35 
3 (66) 30 (68) 3.3 
3 (48) 2.8 27) 1.9 
3 (60) 2.9 (37) 2.9 
3 31 (54) 3.5 
; 3 (359) 30 (342) 3.2 
78 49 3 
70.8 
54 60 2 
02 760 
37 33.1 
13.9 61.5 
67 57.9 


061 uo panuijue)) 


ol) 


ON 


a 


eyo 


a- 


” 


9 
0 


WY 
AZojounaIn 


“con 


sorsdydorg 


JON ON ON a1 ON ON HOW a1 ON ON | BOY 


“ydap ul jo jap yous ul yo yap yous ul jo 4, ul jo |, 


Ad SQOLMVA HOd LNAWLOTIV AWLL NO NOINTIMO AL 


| 
| | — ~ 
| | 
833532 BS 
| 
| 
| 
= 
“zs | 
- 
“onsen cs 
| 
| 
} 
“COMO 
| 
= 
< 
- 
| 
| S 
= 
j 3 
| 
1S9 


(161 wo 


payeorpur OY 


(01) 
yuawjurodde 


(zs) 


(18) 
(6$) 
(¢9) 
(912) 


aos 


AS30101) 

AayeryoAsg 


= 


Adojoyyed 40 


(67) 
(007) 
(84) 


(se) 
($2) 
(6ls) 
(9S) 
(Ot) 


CN tee 
Doe 


AFojounan 


z 
6 


g 


sonjauary 


‘ydap yova ut asuods aw awn asuods awn awn asuods asurys own asuods awn 
jo NX a1 ON ON ON | ON ON ON $sa’T 


ur jo % ‘ydap ur jo *ydap ul jo 7, 


(dnoud 4) 
Ad HOA LNAWLOTIV AWLL NO NOINIGO ALTOOVA 


| 
| | 
| « 
| 
Stren 
| | 
| | 
| | == 
| 
| | | 
| | | 
| 
| | | 
| 
| 
| | 
| 
190 


TERN NS 
osc N 
= 


z 
t 
z 
0 0 
z 
z 
0 


none 


= 


sjuaunsedap [Ty 


p27 o 


ed 10 AZojoyyeg 


*ydap yova ur asuods = awn asuods awn asuods awn asuods awn 
JO N ON ON HOW “BION ON HOW “21 ON ON 


‘yap youea ut jo “ydap youa Aypnowy yo 


“ydap qova ur jo yap yora ut Aypnows jo 


Aypnoe4) 
AG SQOMMVA LNAWLOTIV NO NOINIGO ALTOOVA 


= 
} 
| 
| | 
| 
| 
| 
| 
| 
“onto 
eww 
| onote 
i] 
| 
| 
Sac S258. 
ard 


TABLE A.48 


OPINION OF DEANS ON COURSES IN BASIC MECHANISMS OF DIS- 
EASE OFFERED TO FIRST- OR SECOND-YEAR STUDENTS 


(Dean group) 


% of 51 deans indicating value of each 
department's contribution* 

Does not No re- 

Department None Little Some Much participate sponse 


Bacteriology 24 18 
Biochemistry 4 
Medicine 


Neurology 
Obstetrics 
Pathology 


Pediatrics 
Pharmacology 
Physiology 
Preventive medicine 
Psychiatry 

Surgery 


Other 


* Of 81 deans, 51 indicated the course was offered and 30 indicated it was not. 


TABLE A.49 


SCHOOL REPORTS OF STUDENT HOURS REQUIRED EACH YEAR IN 
VARIOUS CLINICAL DISCIPLINES 
(Participants group) 


Ist year 2nd year 3rd year 4th year Total 
requirement requirements requirements requirements requirements 
Aver Aver- Aver Aver- 
age N of age N of age N of age N of N of 
Discipline hours schools hours schools hours schools hours schools s schools 


Anesthesiology 7 (12) 
Dermatology 5 

Gynecology 1 (29) 
Medicine 4 (56) 


9 (47) j (38) § (62) 
(10) 31.2 (52) 15. § (49) (63) 
1 (61) 7 (63) (65) 
7 (56) 37. (57) (58) 


Neuroloxy (3 2 (29) ($1) (46) 
Obstetrics 6.6 (48) y (61) 3 (65) 
Ophthalmology (19) (53) 5 (49) 
Orthopedics ‘ (10) 35.5 (53) 5: (50) 


(58) 
(06) 
(64) 
(58) 


Otolaryngology 5 (15) : (48) 33.3 (49) , (63) 
Pediatrics ; ( (38) (67) 7. (68) 7 (69) 
Physical medi- 

i (22) 2 35.5 (34) 


cine 
Preventive medi 
cine ( (47) (65) 


Psychiatry 5 37: (68) 
Radiology ’ J (54) 3: (62) 
Surgery (56) (57) 
Urology (48) (57) 


+ 6 27 3 4 18 
4 6 27 27 20 16 
2 6 16 M4 
2 6 22 40 14 16 
4 s 29 25 20 14 
4 & 16 42 “4 16 
0 12 27 27 “4 20 
i 6 24 40 12 14 
2 6 27 33 12 20 
iz 0 0 12 10 0 78 
229 
47 
79 
192 


TABLE A.50 


SCHOOL REPORTS ON THE TEACHING OF 
PHYSICAL DIAGNOSIS 


(Participants group) 


Department his teachin 
Several clini- 
Dept. of cal de- All de- 
Type of instruction medicine partments partments 


% of schools 


Mainly by senior faculty to small 

groups of students 24 
Mainly by junior faculty to small 

groups ll students 60 
Mainly by senior faculty to large 

groups of students & 
Mainly by pow faculty to large 

groups of students 0 
Other 8 


Average % of time 


Lecture 
Demonstration 
Work with patients 
Conferences 

Other 


N of schools 


SCHOOL REPORTS ON INTEGRATED 

COURSES IN BASIC TECHNIQUES OF 

EXAMINING PATIENTS AND MED- 
ICAL ETHICS REQUIREMENTS 


(Participants group) 


=s 


Item on courses 


Integrated course in basic techniques: 
Course available 
Course not available 
Course in medical ethics:* 
Formal required course 
Formal elective course 
Taught as part of other required courses 
Taught as part of other elective courses 
No 
N of schools 


* Multiple response; 1.2 is the average number of 
responses per respondent. 


TABLE A.52 


SCHOOL REPORTS ON CLINICAL CURRICULUM AS ESTABLISHED BY 
MEDICAL SCHOOLS AND HOSPITALS 


(Participants group) 


% of schools using each type hospital 
citing curr curriculum establishment 


Feed Primarily Primarily Entirely N of schools 


y - by hos- by hos- No re- using each 
Type of hospital by school cal school pital pital 


sponse hospital 


University 88 0 
County-Municipal (tax- 
supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 


Specialt 

Health , 
Veterans 

Mili 


Other 


(48) 
(54) 


38 32 
38 48 
10 9 
0 0 
4 11 
24.7 18.9 21.6 
18.9 17.1 18 0 
444 51.9 484 
88 6.3 7.5 : 
4 1.0 7 
| (37) (42) (79) 
TABLE A.51 
2 
5 
5 
6 
= 
| 
4 
3 (38) 
8 (13) 
33 (6) 
30 22 li 37 (37) 
lepartments 40 60 0 0 (10) 
: 45 3 10 12 (59) 
45 22 il 22 (9) 
33 8 43 (12) 
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TABLE A.53 TABLE A.54 


SCHOOL REPORTS ON POLICIES CON- SCHOOL REPORTS ON ENCOURAGING 
CERNING OTHER GRADUATE UTILIZATION OF STUDENT 
SCHOOL CREDITS CAPACITIES 
(Participants group) (Participants group; multiple response) 


Percent Incentives for students % of schools 


Policy schools Curricular flexibility 33 
Financial support for independent re- 
Enrollment: _ searc 
Simultaneous enrollment in medical Opportunity to participate in faculty 
school and graduate school per- research projects: 
mitted Paid 
Simultaneous enrollment in medical Nonpaid 
school and graduate school not per- Scholarships 
mitted Other 


No response No response ; 
Total N of schools Average number of responses per in- 


Credit dividual 
Graduate school credits can be ap N of schools 
plied to medical schoo! a 
Graduate school credits can not be 
applied to medical schoo 
of schools permitting simul- 
taneous enrollment 


6. Some Clinical Teaching Programs: Practice and Opinion 


TABLE A.55 


SCHOOL REPORTS ON UTILIZATION OF 
VARIOUS TYPES OF CLINICAL TRAIN- 
ING PROGRAMS 


(Participants group) 


Response on time 
student spends 


Re- 
N of Average spond- 
schools number ing N of 
Program using* ot weeks schools 


Nonacademic extern- 

ships (10) 35.8 
Preceptorships (19) 6.5 
Substitute internships (29) 10 3 
Home-care programs (16) 21.5 


* Multiple response; 33 of the 79 schools did not re- 
spond. 


194 


1 
432 
(79) 
(15) 
(22) 
(13) 
= 


TABLE A.56 
OPINION OF DEANS AND PARTICIPANTS ON THE NONACADEMIC EXTERNSHIP 


(Dean and participants groups; multiple response) 


Partici ipants 


Gok % of u un- % of | of un- % of 
Pro and con statements on favorable favorable total favorable favorable total 


nonacademic externship group group sample group group sample 


Increases awareness of the environmental aspects 
of disease... 11 
Increases the awareness of economic aspects of dis- 
ease 
Increases experience of student with a greater vari- 
ety of diseases 
Increases amount of practical experienc 
Increases experience with **common” real of dis- 


ease 
Helps recruitment for rural practice 
Helps recruitment for general practice 
Provides opportunity to judge value of continuity 
in medical care 
Increases appreciaUon of problems of chronic dis- 
A 


P e and r ponsibility in the 


Increases awareness of impact of illness on the 
family 

Improves medical school public relations. 

Provides intellectual stimulation for the eupervises 

Enhances prestige of supervisors 

Derogates scientific approach to medicine. 

Interferes with time requirements for major medi- 
cal school objectives 

Leads to the assumption of r nsibilities for 
which the student is caenenl.., 

Develops a superficial approach to history taking, 
physical exams, and/or clinical problems 

Encourages satisfaction with superficial approach 
to medical problems 

Encourages students to set low ceilings on their 
goals and aspirations. ... 

Decreases desire to enter general practice... 

Creates ill will on the part of practicing de ians 
not involved in the program 


N in each group... 


Endorsement of statements on program 
Deans 
3 5 5 6 5 
21 17 16 
1 26 42 25 27 
3 68 42 44 
3 12 18 21 19 18 
16 $ 6 5 12 9 
21 3 15 
11 2 4 11 2 4 
e 16 2 5 16 2 5 
7 student 47 1s 23 §2 19 25 
32 15 19 21 25 22 
42 8 17 32 27 25 
3 17 22 32 19 20 
47 608 63 37 79 61 
47 81 73 52 85 68 
58 85 78 47 87 O8 
58 81 58 8&3 oR 
47 75 61 
53 73 68 32 63 49 
13 6 6 
16 3 6 16 2 § 
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TABLE A.57 


OPINION OF DEANS AND PARTICIPANTS ON THE PRECEPTORSHIP 
(Dean and participants groups; multiple response) 


Endorsement of statements on program 


Deans Participants 


% of % of un- % of %o % of un- % of 


Pro and con statements favorable favorable total 2. favorable total 
on preceptorship group group sample group group sample 


Increases awareness of the environmental aspects 
of disease. . 48 78 15 . 49 

Increases the awareness of the economic aspects of 
medicine 

Increases experience of student with greater vari- 
ety of diseases. . 

Increases amount of prac tical experience. . 

Increases experience with *‘common’ ven of dis- 
eases. 

Helps recruitment for rural practice. 

Helps recruitment for general practice. 

Provides opportunity to judge value of continuity 
of care... 

Increases appreciation of problems of chronic dis- 


ease 

Develops independence and responsibility in the 
student. 

— awareness of impact of ‘illness on the 
amil 

lnigueves medical school public relations 

Provides intellectual stimulation for supervisor. 

Enhances prestige of supervisors . 

Derogates scientific approach to medicine. 

Interferes with time requirements for major medi- 
cal school objectives... 

Leads to assumption of responsibilities for which 
student is unprepared 

Develops superficial approach’ to history ‘taking, 
physical exams, and/or clinical problems 

Encourages satisfaction with superficial approach 
to medical problems 

Encourages students to set low ceilings on their 
goals and aspirations 

Decreases desire to enter general prac tice 

Creates ill will on part of practicing physicians not 
involved in the program 


N in each group...... 


a 
31 8 24 
20 10 16 13 4 10 
47 13 34 51 27 38 
51 48 50 60 31 44 
80 68 75 76 54 63 
67 61 65 76 46 61 
10 42 22 31 73 43 
16 65 35 42 81 52 
16 42 26 16 42 24 
22 61 38 36 62 42 
33 69 43 
8 42 21 18 54 30 
4 10 12 18 15 16 
37 48 41 44 42 41 
(09) (31) (80) (45) (26) (79) 
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TABLE A.58 
OPINION OF DEANS AND PARTICIPANTS ON THE SUBSTITUTE INTERNSHIP 
(Dean and participants groups, multiple response) 


Endorsement of statements on program 
Deans Participants 
% of % of un- % of % of % of un- % of 
Pro and con statements on favorable favorable total favorable favorable total 
substitute internship group group sample group group sample 
Increases awareness of the environmental aspects 
of disease 


0 

Increases the awareness of the economic aspects 
of medicine. 

Increases experience of student with outs vari- 
ety of diseases... 

Increases amount of practical experienc 

Increases experience with *‘common’ "types 0 of dis- 


SS 
S32 


eases. 

Helps recruitment for rural practice. 

Helps recruitment for general practice . . 

Provides opportunity to judge value of continuity 

appreciation of of chronic dis- 


Develops i dependence andr ponsibility in the 
student...... 

nous awareness of impact ‘of illness on the 
amily . . 

Improves medical school public relations. ...... 

Provides intellectual stimulation for eapenetees 

Enhances prestige of supervisors ts 

Derogates scientific approach to medicine. 

Interferes with time requirements for major medi- 
cal school objectives 

Leads to assumption of responsibilities for which 
student is unprepared... 

Develops superticial approach to history taking, 
physical exams, and/or clinical problems 

Encourages satisfaction with superficial approach 
to problems 

Encourages students to set low ceilings on their 
goals and aspirations... . 

Decreases desire to enter general practice... 

Creates ill will on part of practicing physicians not 
involved in the program 


weoouw = ao 


N in each group...... 


Note: For opinions on home-care programs, see Table 5.8 on page 61. 


TABLE A.59 


SCHOOL REPORTS OF ALTERNATIVES TO CLINICAL COURSE 
ELECTIVES AND OPINION OF DEANS 


(Dean and participants groups) 


% of 79 

schools citing 

existing alter- 
Alternatives to electives natives* 


Scheduled time for research 

Advanced courses in nonmedical subjects (e.g., 
math, physics, psychology, etc.) 

Attendance at another U.S. medical school 

a at a foreign medical school 

er 

No variation in curriculum, other than regular elec- 
tive courses, are permitted 

No response 


% of 81 deans citing opi of 


* Multiple resp ; 1.7 is ber of responses per individual. 
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1 Q 5 33 10 
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16 55 22 33 75 3x7 
3 55 10 4 25 “4 
5 25 8 
0 9 1 10 & 9 
10 0 9 16 0 li 
0 0 0 2 0 1 
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TABLE A.61 


DEPARTMENT HEAD AND FACULTY OPINION ON PROPOSAL TO REDESIGN MEDICAL 
SCHOOL AND INTERNSHIP INTO A COMBINED FOUR-YEAR PROGRAM 


(Department head and faculty groups) 


Strongly Advo Strongly No re- 
Department advocate _vocate opinion Oppose oppose sponse 


Department head group 


Medicine 

Obstetrics & gynecology 
Pediatrics 

Preventive medicine 
Psychiatry 

Surge 
‘All departments 


1D 


o- 


Anesthesiology 
Dermatology 

Medicine 

Neurology 

Obstetrics & gynecology 
Ophthalmology 


Otolaryngology 

Pathology or clinical pathology 
Pediatrics 

Preventive medicine 
Psychiatry 

Radiology 


Ne 


Surgery 
Urology 
Other 
appointment 
department indicated 


All departments j (1964) 


TABLE A.62 


DEPARTMENT HEAD AND FACULTY WILLINGNESS TO PARTICI- 
PATE IN EXPERIMENT TO COMBINE MEDICAL SCHOOL 
AND INTERNSHIP IN FOUR-YEAR PROGRAM 


(Department head and faculty groups) 


% of each opinion group 


Would Would Would 
partici- partici- oppose 
Opinion on pate will- pate re- experi- No 
redesign proposal ingly luctantly ment response 


Department head group 


Strongly advocate 0 (59) 
Advocate 1 
No opinion (47) 
Oppose 5 é d (98) 
Strongly oppose (51) 
No response (25) 
All department 
eads (391) 


Faculty group 


Strongly advocate (252) 
Advocate (419) 
No opinion (312) 
Oppose 75 (651) 
Strongly oppose (285) 
No response (45) 

All faculty (1964) 


* Less than 1 per cent response 


Per cent of each department 
13 22 “4 3 “4 (78) 
24 38 1 21 18 (67) 
18 29 1 18 18 (72) 
15 26 17 21 & (53). 
9 27 20 26 12 (66) 
i 29 9 35 9 (88) 
15 29 12 25 13 | (391) 
Faculty group 
1 26 18 29 13 (a8) 
15 18 20 a4 13 (SS) 
12 21 15s 36 15 (496) 
s 16 24 32 20 (25) 
12 19 1 37 18 (134) 
10 25 22 30 13 (77) 
12 14 i2 40 20 
12 “4 37 21 (91) 
12 25 17 32 12 (191) 
7 22 19 0 7 1 (27) 
10 24 22 uM 10 (209) 
15 20 15 30 18 (60) 
19 22 12 3 15 1 (241) 
22 19 16 21 18 4 (87) 
16 16 12 29 18 9 (77) 
6 0 12 44 12 6 (48) 
P 12 22 20 35 10 1 (88) 
N 
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7. Faculty Attitudes: A Special Analysis 


TABLE A.63 


FACULTY OPINION ON DESIRED CRITERIA FOR ADVANCEMENT ACCORDING 
TO THEIK OPINION ON INCLUDING INTERNSHIP IN THE 
FOUR-YEAR EDUCATIONAL PROGRAM 


(Faculty group) 


©; of 671 faculty mem- % of 357 faculty mem- % of 936 faculty mem- 
bers favoring combined bers with no opinion on bers opposed to com- 
program combined program bined program 
Cri Cri- Cri- Cri- Cri Cri- 
terion terion terion terion terion terion 
of little of some of little of some of little of some 
or no or much No orno or much No orno or much No 
Desired criteria for impor- impor re imper- impor- re impor- impor- re- 
faculty advancement tance tance sponse tance tance sponse tance tance sponse 
Ability to maintain satisfactory 
pane relations with fel- 
iow staff members 11 75 4 10 63 27 il 77 12 
Administrative ability 21 65 14 16 56 28 23 63 4 
Clinical skill 3 84 13 3 70 27 2 86 2 
Membership in academy or col- 
lege of discipline 32 53 15 31 41 28 35 50 15 
Publications 20 66 14 18 56 26 2 67 12 
Research activity 1 75 4 9 65 26 1 76 12 
Seniority 37 49 14 31 41 28 5 52 13 
Service to community 41 45 “4 ‘1 40 29 42 44 14 
Service to hospital 20 66 14 13 59 28 17 0) 14 
Service to medical school or 
university 6 RI 14 8 65 27 6 81 13 
Teaching proficiency 2 Oo 12 1 72 27 88 11 
Work load 20 61 19 15 1 “4 20 64 16 
Other 1 3 96 2 2 9% ? 3 ow 
TABLE A.64 
FACULTY RATINGS OF IMPORTANCE 
OF VARIOUS ACTIVITIES FOR THE 
CLINICAL TEACHER 
(Faculty group) a 
Average 
impor Responding 
tance 
\ctivity rank* faculty 
Teaching 18 (1777) 
Hospital staff 29 (1766) 
Research 30 (1605) 
Contact with other univer 
sity departments io (1535) 
Specialty college or acad 
emy 47 (1524) 
Certification boards §.2 (1482) 
5 (1647) 


County medical society 


* Arank of 1 was assigned to the activity considered 
most important, and a rank of 7 was assigned to the ac 
tivity considered least important. Therefore, the activ- 
ity having the smallest average rank was the one con- 
sidered most important. 
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TABLE A.66 
GROSS ANNUAL INCOME OF FACULTY ACCORDING TO 
ACTIVITY THEY CONSIDER MOST IMPORTANT FOR 
THE CLINICAL TEACHER 
(Faculty group) 


% of each activity-importance group 


Teaching 
research or Hospital 
contact staff or Certification 
with other board or 
Gross annual in univ. de- ic specialty No re- 
come of faculty partments society college sponse 
Below $10,000 
$10 ,000-$15 ,000 
$15 ,000-$20 000 
$20 ,000-$25 ,000 
$25 ,000-$30 
$30 ,000-$50 ,000 
$50 ,000-$100 
Over $100,000 
No response 3 i 2 
Median income $20,000 $22,500 $25,525 $24,165 
N of each activ- 
ity-importance 
group (1266) (358) (137) (203) 


* Less than 1 per cent response. 


TABLE A.67 


FACULTY REPORTS ON TYPES OF 
STUDENTS PREFERRED FOR 
TEACHING 


(Faculty group; multiple response) 


of 
Preferred students faculty 
Undergraduates having scholastic prob- 
lems 
Average undergraduates 
Superior undergraduates 
Interns 
Residents 
Practitioners in post-graduate work 
Other 
No preference 
No response 
Average number of responses per indi- 
vidual 
N of faculty 
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TABLE A.68 


FACULTY OPINION ON METHODS OF ASSESSING CLINICAL ACCOMPLISHMENT 
(Faculty group) 


_Evaluation of 5 assessment methods by faculty in each dept.* 


Judgment a 
staff members 
with whom 
student works 


Own 
subjective Oral 
judgment examination 


Written essay 
type exami- 
nation 


Written objec- 
tive type 
examination 

Re Av Av er- - Aver- 
spond- spond- age age 
ing N ing N rank ing N i i : rank 


Department 


Anesthesiology (35) (3 


Dermatology 
Medicine 
Neurology 
Obstetrics 


(48) (45) 
475) (409) 
(22) (22) 
(122) (123) 


Ophthalmology (70) 65) 
Otolaryngology (50) (48) 
Pathology or 

clinical pa- 

thology 8) (84) 
Pediatrics 176) (174) 
Preventive 

medicine 25) 
Psychiatry (198) 
Radiology (56) 
Surgery (231) 
Urology 53) 
Other 65) 
Joint appoint- 

ment 45) (44) 
No dept. indi- 

cated 9) (9) 


All depart 
ments 1766 


(25) 
(198) 
(55) 
(229) 
(53) 


(62) 


oo- 


i741) 1747) 8 (1743) 38 (1734 3.9 


* A rank of 1 was assigned to the method considered most desirable, and a rank of 5 was assigned to the method 
considered least desirable. Therefore, the method having the smallest average rank was the one considered most de- 
sirable 


TABLE A.69 


OPINION OF PART-TIME AND VOLUNTARY FACULTY 
REGARDING FULL-TIME APPOINTMENT 


(Faculty group) 


> of faculty in each status group 


Would not 
prefer full 

time ap No 
pointment response 


Would pre 
fer full-time 
appoint 

Faculty status* ment 
Part-time A 27 ox 5 
Part-time B & ( ” 
Voluntary A 13 73 4 
All status categories “4 is 1 


* A: Respondents who ranked teaching, research, or contacts with other univer 
sity departments as the most important activity for the clinical teacher 
: Respondents who ranked hospital staff or county medical society as the most 
important activity for the c i nic al teacher 
: Respondents who ranked certification boards or specialty colleges as the 
most important activity for the clinical teacher. 
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2.9 35) 2.9 (35) 3.7 (35) 40 
3.2 (47) 2.4 46) 3.5 (46) 4.1 
2.7 (471) 30 (470) 36 (464) 41 
2.5 (21) 2.4 (21) 4.5 (21) 38 
29 (123) 28 (123) 4.0 (123) 3.9 
3.0 (67) 2.6 (65) 3.7 (64) 3.8 
27 (49) 26 (48) 4.3 49) 34 
3 85) 3.1 (85) 3.2 (BS) $.7 
9 a7) 28 (173) 3.8 (172) 41 
4 (25) 30 (25) 3.6 (25) 3.7 
6 (198) 30 (198) 4.2 (199) 3.7 
6 (53) 2.7 (54) 43 (54) 3.6 
9 (230) 27 (230) 37 (227) 3.9 
9 (53) 26 (52) 3.9 (54) 38 
3 (66) 2.5 (65) 3.9 63) 36 
9 4) 32 (44) 3 8 45) 38 
33 9) 32 (9) 31 9) 3.8 
N 
(217 
Sas) 
233) 
1058 
(1220) 


8. Facilities at Teaching Hospitals 


TABLE A.70 
HOSPITAL REPORTS OF RESEARCH FACILITIES AND TYPES OF PATIENTS USED 
(Hospital group) 


; of hospitals with research citing 
patients used 


% of each type hospital 

citing availability of 
research facilities - 

— N of hos 
Both Patients pitals 
vot Total \ private are not with re 
Pri Serv- and used for 3 search 

service research e facilities 


N 
Type of Avail- avail- Nore of hos 
hospital able able = sponse pitals vate ice 


2 5 2 40) 


University 
County-municipal 
(tax-supported) 5 0 7 2 
Voluntary (non- 
profit) 
Community (non- 
protit) 
Proprietary 
(protit) 
Specialty 
Veterans 
Military 
Other 
Type not indicated 
All types 


TABLE A.71 


SCHOOL REPORTS OF HONORARIA 
FOR VOLUNTARY FACULTY AT 
TEACHING HOSPITALS 
(Participants group) 


Proportion of vol- 
untary faculty Per cent of 


schoos 


TABLE A.72 


HOSPITAL REPORTS OF LIVING ARRANGEMENTS FOR 
STUDENTS DURING CLERKSHIP 


(Hospital group) 


% of each type hospital 
Students 
Students do not No re 
Vype of hospital live in live in sponse 


University 
County-municipal (tax supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Veterans 
Military 
(ther 
Type not indicated 

All types 


2 (53) 
6 81) 
0 8) 
0 
5 44 
0 
1 
293 
honoraria 
0 32 
1-10° 42 
11-90° 12 
91-99" 6 
100°; 8 
? 
N of 
each 
hosp: 
tal 
10 &5 42) 
21 77 58) 
44 103) 
50 42 (12) 
25 75 (4) 
37 9 4 31) 
1 51) 
17 $4 (6 
29 SO 21 (14) 
0 50 2 
29 66 (343) 
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TABLE A.75 
DEPARTMENT 


HEAD REPORTS ON DECREASE IN SUPPLY OF SERVICE 
PATIENTS AVAILABLE FOR TEACHING 


(Department head group) 


% of depts. in each region and support group responding 
on decrease in patient supply 
Inpatients Outpatients 
No re- 
sponse 


Region and support 
of school 


No re- 
No 


sponse 
Northeast: 
Tax 


No 


11 11 


Total tax 

Total private 

Total U.S. schools 

Total Canadian and other 


Grand total 


9. Inpatients in the Teaching Hospital 


N 
(18) 
Private 32 s4 i4 (81 23 66 il (81) 
Total 32 55 13 (99) a4 65 | (99) 
Southeast: 
Tax 10 83 7 (29) 3 O4 3 (29) 
Private 23 68 9 (34) 3 88 9 (34) 
Total 17 75 8 (63) 3 1 6 (63) 
North Central: ‘ 
Tax 20 67 13 (46) 13 74 13 (46) 
Private a4 67 9 (33) 24 67 9 (33) 
Total 22 67 11 (79) 18 71 i (79) 
South Central: 
Tax 11 73 16 (45) 7 82 11 (45) 
Private 23 62 15 (13) 15 77 x (13) 
Total i4 71 15 (58) 9 81 10 (58) 
West: 
Tax 13 68 19 (31) 6 81 13 (31) 
Private 33 sO 17 (12) 17 66 17 (12) 
Total 19 63 18 (43) 9 77 14 (43) 
16 70 i4 (169) 10 79 11 (169) 
28 60 12 (173) 18 71 11 (173) 
22 65 13 (342) “4 75 il (342) 
18 o4 18 (49) i4 68 18 (49) 
Pe 22 65 13 (391) 14 74 12 (391) 
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TABLE A.79 
HOSPITAL REPORTS OF SEX OF INPATIENTS USED FOR ‘TEACHING 
(Hospital group) 


* of each type hospital citing proportion of male teaching inpatients 
Nofeach 
Over No re type 
Type of hospital 1-5% 6-10%, 11-20% 21-30% 31-50% S0% sponse hospital 


University 0 : 2 (42) 
County-municipal (tax- 

supported) 0 2 (58) 
Voluntary (nonprofit) (103) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
\eterans 
Military 
Other 
Type not indicated 

All types 


* 


* Less than 1 per cent response. 


TABLE A.80 
HOSPITAL REPORTS OF AGE OF INPATIENTS USED FOR TEACHING 


(Hospital group) 


pitals re- 
Type of hospital y rs rs. yrs rs r sponding 


University 50 
County-municipal (tax- 

supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Veteran 
Military 
Other 
Type not indicated 

All types 


oe 
4 


= 


TABLE A.81 


HOSPITAL REPORTS OF ETHNIC GROUPS OF INPATIENTS 
USED FOR TEACHING 


Inpatient ethnic groups: average 
percentage used for teaching 


Native 
born. Foreign pitals re 
Type of hospital y nonwhite born sponding 


University 
County-municipal (tax-sup 

ported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Veterans 
Military 
Other 
Type not specified 

All types 


9 


Inpatient age groups: average percentage used for teaching 
N of hos- 
64 100 1839 21.5 21 34 93 (26) 
5.7 12 (42) 
80 4 (77) 
$1 18 (7) 
0 3 (2) 
129 12 (45) 
0 5 (47) 
18 4) 
18.2 22 (9) 
0 20 40 20 20 0 (1) 
7.0 12.0 (260) 
(Hospital group) 
(37) 
$2) 
90) 
10) 
(3) 
47 
(41) 
'>) 
0) 
‘2) 
(297) 
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TABLE A.82 


HOSPITAL REPORTS OF ADMISSION SOURCE OF INPATIENTS 
USED FOR TEACHING 


(Hospital group) 


N of hos- 
school fac- Private Emergency m4 pitals re- 
Type of hospital ulty member practitioner room Clinic Other sponding 


University 7 4 : 7 (40) 
County-municipal (tax sup 

ported) 
Voluntary (nonprofit) 
Community (nonprotit) 
Proprietary (profit) 
Specialty 
Veterans 
Military 
Other 
Type not indicated 

All types 


(50) 
(96) 


~ 


TABLE A.83 


HOSPTPAL REPORTS OF INPATIENTS USED FOR TEACHING 
CLASSIFIED BY TYPE OF ILLNESS 
(Hospital group) 
Inpatients by type of illness: average 
percentage used for teaching N of hos 
- pitals re 
sponding 


Type of hospital 


Acute Chronic Custodial 


University 0 
County-municipal (tax supported) 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Veterans 
Military 
Other 
Type not indicated 

All types 


~ 


Inpatients by admission source: average percentage 
. 

(37) 

(54) 

(92) 

(il) 

(4) 

(49) 

(51) 

(6) 

(9) 

0 2) 

0 (315) 
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TABLE A.85 


DEPARTMENT HEAD REPORTS OF STUDENT PARTICIPATION 
IN WARD TEACHING EXERCISES FOR PRIVATE 
AND SERVICE PATIENTS 


(Department head group) 


For each type patient: % of hospitals 
citing student participation 
-- N of hos- 
Type of hospital Observation Participa- No pitals re- 
and patient only tionincare response sponding 


University 

Private patients 24 (205) 

Service patients 2 (205) 
County- Municipal 

Private patients 7 (174) 

Service patients (174) 
Voluntary (nonprofit) 

Private patients J (108) 

Service patients k (105) 
Community (nonprofit) 

Private patients § (48) 

Service patients (48) 
Proprietary (profit) (6) 
Specialty 

Private patients (84) 

Service patients (84) 
Health Departments j (36) 
Veterans (115) 
Military (11) 

Other (il) 


10. Outpatients in the Teaching Hospital 


TABLE A.86 


HOSPITAL REPORTS ON OUTPATIENT 
CLINICS AVAILABLE FOR TEACHING 


(Hospital group; multiple response) 


Type of outpatient clinic 
available for teaching 


Comprehensive clinic 

General clinic for: medicine 
pediatrics 
psychiatry 
surgery 
other department 

Specialty clinic 

No response 


* Of the 343 hospitals, these indicated outpatient 
clinics were available for teaching. 


TABLE A.87 


HOSPITAL REPORTS ON RESPONSIBILITY FOR CARE OF 
OUTPATIENTS USED FOR TEACHING 


(Hospital group) 


% of each type bospital citing group 

responsible for outpatient care 
-— N of each 
Resi- Attending No type 
Type of hospital Students Interns dents staff response hospital 


University (42) 
County-municipal (tax-supported) (58) 
/oluntary (nonprofit) (103) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Veterans 
Military 
Other 
Type not indicated 
All types 


hospitals* 
26 
70 
70 
62 
72 
53 
80 
2 
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TABLE A.88 


HOSPITAL REPORTS ON RESPONSIBILITY FOR SUPERVISION 
OF STUDENTS IN OUTPATIENT CLINICS 


(Hospital group) 


% of each type hospital citing group 
supervising students 


Full-time Part-time Voluntary  Resi- No 
Type of hospital staff staff sta dents response 


University _ 2 12 
County-municipal (tax-supported) 7 
Voluntary (nonprofit) 
Community (nonprofit) 
Proprietary (profit) 
Specialty 
Military 
Other 
Type not indicated 

All types 


— 


TABLE A.89 


HOSPITAL REPORTS OF TYPES OF OUTPATIENTS USED FOR TEACHING 
(Hospital group) 


Types of outpatient: average percentage used for teaching 
White, Nonwhite,  For- N of hos- 

native native- eign- pitals re- 

Type of hospital } Private Women Chronic born born born sponding 


University 32.9 

County-municipal (tax 
supported) 

Voluntary (noaprofit) 

Community (nonprofit) 

Proprietary (profit) 

Specialty 

Veterans 

Military 

Other 


No response 
All types 


TABLE A.90 


HOSPITAL REPORTS OF STUDENTS AND INSTRUCTORS 
ASSIGNED TO OUTPATIENT CLINICS 


(Hospital group) 


Average number Ratio N of hos- 
- students to pitals re- 
Type of hospital Students Instructors instructors sponding 


University 5 53 (31) 
County-municipal (tax-supported) 5 15.5 ; (35) 
Voluntary (nonprofit) 10 (64) 
Community (nonprotit) 2 41 
Proprietary (profit) 5 ; 
Specialty 6 
1s 
6 
All types 5 19 


N of hos- 
21 (42) 
($8) 
43 (103) 
50 (12) 
$3 (51) 
90 (51) 
17 (6) 
6 (14) 
100 (2) 
(343) 
5.7 (33) 
7.2 (39) 
11.1 (63) 
41 (8) 
05 (2) 
86 (22) 
20 
40 (4) 
41 (it) 
(0) 
314 6.2 434 54.2 24 7.5 (187) 
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TABLE A.91 


DEPARTMENT HEAD REPORTS OF WORK 
CONTRIBUTION OF SENIOR STAFF 
TO OUTPATIENT DEPARTMENT 


(Department head group) 


% of 391 


[tem on senior staff dept. heads 


Entire staff works regularly in outpa- 
tient department 

Some staff does not work regularly in 
outpatient department 

No response 


11. Other Student Experience in the Teaching Hospital 


TABLE A.92 
DEPARTMENT HEAD REPORTS ON CLERK 
ATTENDANCE AT TEACHING SESSIONS 
HELD BY SENIOR STAFF FOR RESI- 
DENTS AND OTHER STAFF 


Department head group) 


TABLE A.93 


DEPARTMENT HEAD REPORTS ON 
STUDENT SUBSTITUTION FOR 
INTERNS 
(Department head group 


, of 391 department heads 


> of 391 department beads Item on student 
substitution for Third Fourth All 
Fourth for interns year year students 
year 
y Frequency: 


Item on teaching Second Third 
sessions and clerks year year 


Attendance 


Required 
Encouraged 
Discouraged 
No response 
Value: 

None 

Little 

Some 

Much 

No response 


* Less than | per cent response 


Never 52 


Occasionally 
Often 
No response 
Value: 
None 
Little 
Some 
Much 
No response 


16 


TABLE 


DEPARTMENT HEAD REPORTS ON STUDENT ASSIGNMENT 
TO EMERGENCY ROOM DUTY 


©, of heads from each department 


Obstetrics & 


Emergency room duty Medicine gynecology 


Students are assigned 4 
Students are not assigned 46 
No response 5 
N from each de 
partment 8) 


Pediatrics 


(Department head group) 


Preventive 
medicine 


Psychiatry 


Surgery Departments 


2 18 
28 73 


53) (66) 


41 
5! 
8 
2 23 33 = 42 
10 41 40 2 16 
18 9 ; 17 
70 27 20 3 
9 ? * 7 
‘2 31 
1 40 
il 29 18 
4 46 ol 19 
37 78 a4 45 
56 21 16 41 
7 1 0 14 
67) 72) (35) (391) 
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TABLE A.95 


DEPARTMENT HEAD REPORTS ON PRO- 
PORTION OF STUDENT’S TIME DE- 
VOTED TO EMERGENCY ROOM DUTY 


(Department head group) 


Student time for % of 178 
emergency room dept. heads* 


Less than } time 
to 4 time 
More than § but less than full-time 
Full-time 
No response 


* Of the 391 respondents, these indicated that stu 
dents were assigned to emergency room duty. 


TABLE A.%6 
DEPARTMENT HEAD REPORTS OF NIGHTS PER WEEK STUDENT CLERK IS ON CALL 
(Department head group) 


of departments in each region and support group citing 
average nights per week clerk is on call 
None or N of de- 
no re part 
sponse ments 


Region and support : 
of school 3 Three Four : Seven 


Northeast: 


Southeast: 
Tax 
Private 
Total 

North Central 


Total tax 

Total private 

Potal U.S. schools 

Total Canadian and other 


Grand total 


* Less than | per cent response 


53 
13 
11 
19 
4 
‘lax 11 28 11 17 0 0 0 $5 (18) 
Private 10 25 18 10 0 1 ; 33 (81) 
Total 10 25 lj 1 0 1 2 M4 (99) 
24 28 18 0 0 (29) 
3 15 12 12 0 ; 6 0 (34) 
13 20 “4 & 0 2 5 48 (63) 
Tax 20 30 7 2 2 0 7 32 (46) 
Private 18 27 12 3 0 0 0 0 (34) 
. lotal 19 2 9 3 i 0 1 $5 (79) 
South Central 
Tax 18 33 1 0 0 0 7 ‘1 (45, 
Private 15 23 & 16 (14) 
Total 17 si 9 2 0 0 7 4 (S8) 
West 
Tax 16 20 16 6 st) 
Private 42 8 “ 0 ‘4 12) 
Total 25 14 5 0 0 5 $7 (43) 
18 28 12 } 1 0 5 $2 169 
10 24 14 9 0 1 3 49 174) 
14 26 13 6 + 1 4 6 $42) 
18 i4 6 0 2 0 i1 49 (49) 
i 15 25 12 5 * * 5 38 (391) 
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12. Data from the 1957 Institute 


The following tables are reproduced from data collected in the spring of 1957 in 
connection with the Association’s 1957 Institute on the Ecology of the Medical 
Student. The questionnaires and samples from which the data are drawn are 
described in detail in two AAMC publications: the report of the proceedings of 
that Institute (The Ecology of the Medical Student, edited by Helen Hofer Gee 
and Robert J. Glaser, 1958) and Questionnaire Analyses which was prepared 
in 1957 for the use of the Institute participants. The data presented here were 
held over to this report because of their relevance to problems in clinical teach- 
ing. Briefly, the respondent groups include the following: 1232 heads of depart- 
ments from all U.S. and Canadian medical schools (estimated 76 per cent re- 
turn), 1904 faculty members from a stratified random sample of 15 U.S. medical 
schools (70 per cent return) and, 1391 medical students who comprise one-half 
of a 10 percent random sample of students in each of the four classes in U.S. and 
Canadian schools (81 per cent return). Detailed analysis of the respondent 
groups is given in the 1957 Questionnaire Analyses book. 
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TABLE A.98 


DEPARTMENT HEAD REPORTS OF INSTRUCTIONAL HOURS PER YEAR 
ASSIGNED TO EACH DEPARTMENT 


(Department head group 1957) 


Department head reports of hours per year 


- -—  Respond- 
Average total hours Average lecture hours ing N in 
— - - - each de- 
Department First Second = Third Fourth First Second Third Fourth partment 

Anatomy 555 28 il 3 422 il 4 1 (88 
Biochemistry 223 9 5 § 72 2 0 1 82) 
Medicine 5 162 358 378 + 72 ov 39 (76) 
Microbiology 18 185 + 2 10 59 2 0 (81) 
Obstetrics & gynecology M4 24 151 205 0 15 45 4 74 
Pathology 5 290 35 2 8s 12 3 85) 
Pediatrics 1 “4 198 190 0 26 39 M4 65) 
Pharmacology 5 161 7 5 2 69 4 2 (70) 
Physiology, biophysics 229 45 2 3 78 18 4 2 (74) 
Psychiatry 30 36 105 76 21 24 36 7 (61) 
Public health, preven 

tive medicine 13 48 6 a7 9 28 14 9 (60) 
Radiology 5 7 22 26 4 5 16 17 56) 
Surgery 2 21 256 268 2 16 4) 29 (389) 
Urology 0 4 53 45 0 1 16 6 (19) 
Neurology 16 72 7 12 18 9 21 
Ophthalmology 1 $ 26 44 1 3 10 5 31 
Anesthesiology 0 2 12 77 1 2 6 16 28) 
Otolaryngology 0 2 13 36 0 ! 10 7 (27) 
Dermatology 0 1 25 26 0 1 15 1! 21) 
Other 31 52 25 27 19 23 x 5 $1) 


TABLE A.99 
STUDENT OPINION ON ADEQUACY OF 

CURRICULUM AND QUALITY OF 
INSTRUCTION 
Student group 1957 


Student rating* 


Adequacy Quality 


oft cur of in 
Objective riculum struction 

Facts of basic science 1.3 17 
Facts of applied clinical medi 

cine 14 4.9 

Skill in diagnosis 14 16 

Skill in therapy 21 2.1 
Understanding of illness in its 

social setting i 8 2.0 


Understanding of the role of 

the physician in the commu 

nity 20 2.1 
Ability to evaluate and man 

age the emotional aspects of 


illness : 18 19 
Skill in establishing patient 
rapport 1.7 149 


Research principles and tech- 


Total N of 3rd and 4th 
year students 640) 


Figure reported is mean of rating assigned by stu 
dents where 1 represents “quite adequate” and 4 repre 
ents ‘seriously inadequate 
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nique 2.1 2.2 

Other 2A 23 


TABLE A.100 


STATUS OF MEDICAL SCHOOL FACULTY MEMBERS IN 
THE SPECIAL SCHOOL GROUP 


(Faculty group 1957) 


% % 
Item on faculty Yes No 


yho are full time 

Who are salaried 
Full-time faculty: 

Who have private patients 

Who retain fees (of those with 

private patients) 7o* 

Part-time faculty: 

Who have independent practices 62 


* Only part of the fees are retained by 23 per cent. 


TABLE A.101 
FACULTY REPORTS OF TIME SPENT BY BASIC SCIENCE AND CLINICAL 
STAFF IN TEACHING MEDICAL STUDENTS 
(Faculty group 1957) 


€ 


; of faculty in each category citing hours per week in teaching 
Less 
than More No 


one 1-3 4-10 11-20 = than 20 not re 
Faculty group hour hours hours hours hours teach sponse 


Faculty by status 


Basic science (instructor and 

and above) 32 
Basic science (below instruc- 

tor) 
Clinical, full-time (instructor 

and above) 3 23 
Clinical, part-time (instruc- 

tor and above) 5 37 ” 
Clinical (below instructor) 2 38 li 


Faculty by department 


Anatomy 
Kiochemistry 
Medicine 
Microbiology 
Obstetrics & gynecology 
Pathology 
Pediatrics 
Pharmacology 
Physiology, biology 
Psychiatry 
Public health, preventive 
medicine 
Radiology 
Surgery 
Urology 
Neurology 
Ophthalmology 
Anesthesiology 
Otolaryngology 
Dermatology 
Other 


YN Nw ONS 


All faculty 


™ No N of 

25 3 (1889) 

27 1 (1889) 

62 8 (1362) 

20 1 (402) 

26 12 (466) 

Po N of fac- 
ulty in 
7 2 3 (468) 
1 28 2 (106) 
le x 1 2 (652) 
Eh 4 1 1 (339) 
a ; 10 1 (283) 
1 4 19 57 (115) 
18 17 34 16 (14) 
7 22 42 19 (371) 
20 5 38 22 (77) 
4 20 45 19 (137) 
16 20 33 21 (125) 
5 a3 20 (132) 
6 12 39 18 (66) 
18 8 28 32 (85) 
19 33 4 5 (167) 
2 (39) 
2 (59) 
229) 
ay 
(24) 
(15) 
2 (17) 
(15) 
(44) 
(1865) 
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TABLE A.102 


COMPARISON OF FACULTY TIME SPENT AND FACULTY 
INTEREST IN VARIOUS ACTIVITIES 


(Faculty group 1957) 


Ranks assigned 
by faculty* 


— Time Interest 
Activity spent in 


Basic science (instructor and above) 


Seeing patients in independent practice 

Treating patients in clinics and wards 

Teaching 

Research 

Departmental and General Administration 

Committee work within the medical school 

Professional Organization and national committee activity 
Responding N of faculty 


Basic science (below instructor) 


Seeing patients in independent practice 

Treating patients in clinics and wards 

Teaching 

Research 

Departmental and General Administration 

Committee work within the medical school 

Professional Organization and national committee activity 
Responding N of faculty 


Clinical professors (full-time, instructor and above) 


Seeing patients in independent practice 

Treating patients in clinics and wards 

Teaching 

Research 

Departmental and General Administration 

Committee work within the medical school 

Professional Organization and national committee activity 
Responding N of faculty (652) 


Clinical professors (part-time, instructor and above) 


Seeing patients in independent practice 

Treating patients in clinics and wards 

Teaching 

Research 

Departmental and General Administration 

Committee work within the medical school 

Professional Organization and national committee activity 


Clinical professors (below instructor) 


Seeing patients in independent practice 

Treating patients in clinics and wards 

Teaching 

Research 

Departmental and Genera! Administration 

Committee work within the medical school 

Professional Organization and national committee activity 


> me 


(253) 


_  * Ranks assigned from 1 to 7 with rank 1 indicating greatest amount of time or 
interest. 


5 5.8 
5 54 
1 17 
1 17 
3 38 
4 4.5 
4 5.0 
(468) 
5 2 
4 6 
2 3 
1 5 
3 
4 9 
4 0 
(106) 
9 
0 
& 
3 2.6 
2 3.0 
2 2.2 
4 40 
4 5.1 
5 56 
5 5.5 
(690) 
5.5 
14 1 
26 2 
3.7 3 
38 4 
5.4 5 
5.6 5 
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TABLE A.103 


FACULTY OPINION ON USEFULNESS OF VARIOUS CRITERIA IN THE 
EVALUATION OF CLINICAL STUDENTS 


(Faculty group 1957) 


Average rating by faculty of criteria usefulness* 


E i R nding 
oxtensive esta i espondi 
knowledge Ability to i rapport N 
of medical carry out in with lems of of 
Department facts research diagnosis patients therapy patients faculty 


18 8 


1 

1 

1 

1 

1 

1 

1 

logy 1 
Physiology and biophysics 1 
Psychiatry 1 
Pyblic health, prev. med. 1 
Radiol 1 
1 

1 

1 

1 

1 

2 

1 

1 

1 


Neuro! 
Ophthalmology 
tolaryn, 
Other 
All faculty 


* Great importance = 1, no importance = 4. 


TABLE A.104 


FACULTY PREFERENCES FOR DIFFERENT KINDS OF CLINICAL TRAINING 
(Faculty group 1957) 


% of each faculty group 


Rasic Science Clinical 


Full-time Part-time 
Instruc- Below instruc instruc 
torand  instruc- tor and torand Helow in- 
Clinical students should see t tor above above structor 


Type of patients: 
Mand picked patients 19 
Representative sample of patients KO 
No response 2 
Number of patienis:* 
As many new patients as possible even 
at expense of following old patients 21 13 
Fewer new patients and follow up pa 
tients they do see 78 7 
No response 24 21 : 1 9 
N of faculty (468) (106) (652) (339) (253) (1818) 


* When broken down by school and by por ae differences are greater than by the faculty breakdown above: 
among schools, percentages of faculty who feel students should see as many new patients as possible vary from 7 to 25 
per cent; among departments, the range is rom § to 29 per cent. 
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Skill in 
dealing 
with the 
(115) 
(ii4) 
(371) 
(77) 
(137) 
(125) 
(132) 
(66) 
(85) 
(167 
(39 
(89 
(229) 
19 
24) 
(16) 
(17) 
(14) 
(15) 
(44) 
(1865) 


TABLE A.105 


FACULTY OPINION ON LETTING CLINICAL STUDENTS LEARN TO HANDLE 
THE SOCIAL AND PSYCHOLOGICAL PROBLEMS OF PATIENTS 


(Faculty group 1957) 


‘, of each faculty group citing opinion on ities d clini 
cal students learn to handle the social and psy 
chological proble ms of their patients: 
Has no 
Helps them Hinders effect on 
to acquire their acquir- their acquir- 
technical ing technical ing technica! N of faculty 
medical medical medical No in each 
Faculty group knowledge knowledge knowledge response group 


Faculty by status 


Basic science (instructor and 
and above) 3 (468) 

Basic science (below instruc- 
(106) 


tor) 
Clinical (full-time, instruc- 
tor and above) : ‘ 37 (652) 
Clinical (part-time, instruc- 
tor and above (339) 
Clinical (below instructor) 3 F (253) 
Average (1818) 


Faculty by department 


Anatomy 

Biochemistry 

Medicine 

Microbiol 

Obstetrics & gynecology 
Pathology 

Pediatrics 


4 
3 
7 
4 
5 
2 
1 


health, preventive 

medicine 
Radiology 
Surgery 
Urology 
Neurology 
Ophthalmology 
Anesthesiology 
Dermat 
Other 

Average 


Faculty by school 


o—— 
= 

t—- we 

cou 


All schools 


* Less than 1 per cent response 


44 24 29 (115) 
26 25 45 (114) 
55 49 1 (371) 
” 34 23 (77) 
64 3 2 (137) 
41 48 4 (125) 
63 30 3 (132) 
Pharma gy 38 53 5 (66) 
40 43 25 (85) 
RY 13 2 (167) 
69 0 26 (39) 
41 5 49 (59) 
54 6 38 (229) 
63 1 21 (19) 
50 x 38 (24) 
09 0 31 (16) 
53 6 41 (17) 
43 0 (14) 
53 0 40 (15) 
64 2 25 9 (44) 
53 4 34 9 (1865) 

(91) 
(54) 
(117) 
(119) 
(80) 
(134) 
(102) 
(87) 
(68) 
(124) 
(65) 
(74) 
($8) 
(71) 
(18) 
(1262) 
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TABLE A.106 


PACULTY OPINION ON EMPHASIZING TRAINING STUDENTS AS 
CENERAL PHYSICIANS 


(Faculty group 1957) 


*) of faculty citing desired emphasis on 
training students as gen 
eral physicians 


Current N of faculty 
More_ Less emphasis No re- in each 
Faculty group emphasis emphasis ok. sponse group 


Faculty by status 


Basic science (instructor 
and above) d (468) 
Pasic science (below in- 
structor (106) 
Clinical (full-time, in- 
structor and above) ; (652) 
Clinical (part-time in 
structor and above) fh y (339 
Clinical (below instructor) (253) 
Average 7 5 (1818 


\natomy 
Kiochemistry 
Medicine 
Microbiology 
Obstetrics & gynecology 
Pathology 
Pediatrics 
Pharmacology 
Physiology, biology 

hiatry 

lic health, preventive 

nedicine 

Ra liology 
Surgery 
Urology 
Neurology 
Ophthalmology 
\nesthesiology 
(Holaryngology 
lermatology 
ther 

Average 


Faculty by school 


ow 


All schools 


Faculty by department 
54 3 23 21 (115) 
30 11 26 33 (114) 
36 13 50 1 (371) 
43 5 33 20 (77) 
52 1 (137) 
so 6 40 5 (125) 
50 8 39 3 (132) 
49 i 35 6 66) 
29 aR 24 (BS) 
67 7 23 3 167) 
54 5 28 1 9 
59 14 25 ” 
54 4 40 | (229) 
53 0 42 19 
46 4 46 24) 
50 0 50 (16 
59 0 41 17) 
71 0 21 M4 
47 7 40 (15) 
48 11 32 | 44) 
+8 x 37 (1865) 
(91 
54 
117) 
119) 
BU 
(14 
102 
124 
(65) 
74) 
18 
(1262 
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TABLE A.107 


FACULTY OPINION ON AMOUNT OF COMPETENCE FOURTH-YEAR STUDENTS 
SHOULD HAVE IN DEALING WITH SPECIFIED SITUATIONS 


(Faculty group 1957) 


") of faculty indicating desired competence 
Cannot Cannot N of faculty 
expect expect — 
them to them to Re- 
Should have have spond- 
pletely __ be fairly much any ing No 
Faculty compe- compe- compe- compe- N re- Total 


Situation degree tent tent tence tence (% base) sponse sample 


Handling the patient M.D 8 67 25 (1287) (8) (1295) 
who has an emo- non-M.D 63 27 (419) (594) 
tional outburst of 
some kind 

Preventing a patient M.D. 62 (1284) 1 (1295) 
from becoming em- non- M.D. 2 60 (417) 7 (594) 
barrassed during pel- 
vic examination 

Deciding what to tell M.D. (1282) (13) (1295) 
a patient who hasa non-M.D 5 (176) (394) 
serious and irre- 
mediable illness 

Knowing what to do M.D 5 (1295) 
in an emergency non-M.D é 5 ( (594 

Being able to do a M.D (1295) 
ve.ipuncture with- non M.D 5 ) (594) 
out any difficult 

Diagnosing mitra M.D 5 5 (1280) (1295 
stenosis by auscul- non-M.D. : (381) (594) 
tation of the heart 

Being able to make a M.D (1287) (1295) 
diagnosis in a diffi non-M_D. . 5 ; 413) (594) 
cult case 


TABLE A.108 


STUDENT OPINION ON FACULTY GROUP CONTRIBUTING MOST 
TO THEIR PROFESSIONAL TRAINING 


(Special student group 1957) 


% of each class citing faculty group 
contributing most 

First Second Third 

year year year students 


Faculty group 


Residents 1 16 8 
Basic science faculty a7 26 Si 
Full-time clinical faculty 3 1 a) ‘ 33 
Practitioners 6 4 
No response 10 2 i 4 
N of students (349) ) (321) (320) (1322) 


APPENDIX B 


Roster of Participants—1958 Teaching Institute 


ALLEN, J. Garrott, M.D., Professor of Surgery, University of Chicago School of 
Medicine 

ARING, CHarLeEs D., M.D., Professor and Director of the Department of Neurol- 
ogy, University of Cincinnati College of Medicine 

ASPER, SAMUEL P., Jr., M.D., Associate Dean and Associate Professor of Medi- 
cine, Johns Hopkins University School of Medicine 

ATCHLEY, DANA W., M.D., Emeritus Professor of Clinical Medicine, Columbia 
University College of Physicians and Surgeons 

Bakst, Henry J., M.D., Professor and Chairman of the Department of Preven- 
tive Medicine, Boston University School of Medicine 

BATSON, Barr E., M.D., Professor and Chairman of the Department of Pediat- 
rics, University of Mississippi Medical Center 

BENNETT, GRANVILLE A., M.D., Dean and Professor of Pathology, University of 
Illinois College of Medicine 

Berry, Georce Packer, M.D., Dean of the Faculty of Medicine and Professor 
of Bacteriology, Harvard Medical School 

BLANTON, WyNDHAM B., Jr., M.D., Assistant Dean and Clinical Instructor in 
Medicine, Medical College of Virginia 

BLATTNER, Russet J., M.D., Professor and Chairman of the Department of 
Pediatrics, Baylor University College of Medicine 

Bowers, JoHN Z., M.D., Dean and Professor of Medicine, University of Wiscon- 
sin Medical School 

BRAINERD, Henry D., M.D., Professor and Chairman of the Department of 
Medicine, University of California Medical School, San Francisco 

Brem, THomas H., M.D., Professor and Head of the Department of Medicine, 
University of Southern California School of Medicine 

Broseck, JOHN R., M.D., Ph.D., Professor and Chairman of the Department of 
Physiology, University of Pennsylvania School of Medicine 

Brown, Roswett K., M.D., Assistant Dean and Associate Clinical Professor of 
Surgery, University of Buffalo School of Medicine 

Burnett, Cuartes H., M.D., Professor and Head of the Department of Medi- 
cine, University of North Carolina School of Medicine 

CaLtow, ALLAN D., M.D., Ph.D., Associate Professor of Surgery, Tufts Univer- 
sity School of Medicine 

Carroii, Aucustus J., Business Officer, State University of New York Upstate 
Medical Center 

CasELEy, Donatp J., M.D., Associate Dean and Medical Director of Research 
and Educational Hospitals, University of IMlinois College of Medicine 

CuHeEEVER, F. SARGENT, M.D., Dean and Professor of Microbiology, University 
of Pittsburgh School of Medicine 
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Cuitp, Cuarves G., M.D., Professor and Chairman of the Department of 
Surgery, University of Michigan Medical Center 

CHRISTENSEN, WILLIAM R., M.D., Professor and Head of the Department of 
Radiology, University of Utah College of Medicine 

Curistie, Ricwarp, Ph.D., Adjunct Professor of Psychology, Columbia Univer- 
sity 

CLAUSEN, JoHN, Ph.D., Chief, Laboratory of Socio-environmental Studies, Na- 
tional Institute of Mental Health 

CoGGESHALL, Lowett T., M.D., Dean of the Division of Biological Sciences and 
Professor of Medicine, University of Chicago School of- Medicine 

Comroe, Jutius H., Jr., M.D., Professor of Physiology and Director of the 
Cardiovascular Research Institute, University of California Medical Center, 
San Francisco 

CONNELL, W. Forp, M.D., Professor and Head of the Department of Medicine 
and Clinical Medicine, Queen’s University Faculty of Medicine 

Crump, Epwarp Perry, M.D., Chief of Pediatric Services, Professor and Chair- 
man of the Department of Pediatrics, Meharry Medical College 

Dartey, Warp, M.D., Executive Director, Association of American Medical 
Colleges 

Derrick, JoHN E., M.D., Dean and Professor of Medicine, Cornell University 
Medical College 

Dickson, Rospert C., M.D., Professor and Head of the Department of Medicine, 
Dalhousie University Faculty of Medicine 

Dixon, James P., M.D., Professor of Public Health and Preventive Medicine, 
University of Pennsylvania School of Medicine and Commissioner, City of 
Philadelphia Department of Public Health 

DorkartT, RavpH E., M.D., Associate Professor of Medicine, Northwestern Uni- 
versity Medical School 

Doy te, Josepn T., M.D., Associate Professor of Medicine and Director of the 
Cardiovascular Health Center, Albany Medical College 

DuFrreEsNneE, Rocer R., M.D., Vice-Dean and Professor of Medicine, University 
of Montreal Faculty of Medicine 

Duncan, Cuartes H., M.D., Associate Professor of Medicine, University of 
Louisville School of Medicine 

Dunpny, J. ENGLEBERT, M.D., Professor of Surgery, Harvard Medical School 
and Head of Surgery Department, Boston City Hospital 

Durant, Tuomas M., M.D., Professor and Head of the Department of Internal 
Medicine, Temple University School of Medicine and Hospital 

ENGEL, GeorGcE L., M.D., Professor of Psychiatry and Associate Professor of 
Medicine, University of Rochester School of Medicine and Dentistry 

Encstrom, WituiaM W., M.D., Professor and Chairman of the Department of 
Medicine, Marquette University School of Medicine 

Evans, Lester J., M.D., Executive Associate, Commonwealth Fund 

FARQUHARSON, Ray F., M.B., Professor and Head of the Department of Medi- 
cine, University of Toronto Faculty of Medicine 

Fivcer, Antony, M.D., Professor and Head of the Department of Medicine, 
University of Ottawa Faculty of Medicine 

Fox, Eva FerNnanpez, M.D., Associate in Medicine ; Clinical Associate in Radi- 
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ology and Medical Director of the Hospital of Woman’s Medical College of 
Pennsylvania 

Fraap, Lewis M., M.D., Professor of Child Health, Albert Einstein College of 
Medicine, Yeshiva University 

FRANKEL, CHARLES, Ph.D., Professor of Philosophy, Columbia University 

Fyites, T. WiitiaM, M.D., Lecturer in Medicine, University of Manitoba 
Faculty of Medicine 

Gee, HELEN Horer, Ph.D., Director of Research, Association of American Medi- 
cal Colleges 

GLASER, Rosert J., M.D., Dean and Professor of Medicine, University of Colo- 
rado School of Medicine 

Goopwin, Mary Stewart, M.D., Associate Pediatrician, The Mary Imogene 
Bassett Hospital, Cooperstown, New York 

GRAHAM, Davip T., M.D., Associate Professor of Medicine, University of Wis- 
consin Medical School 

Grissom, Rosert L., M.D., Professor and Chairman of the Department of Inter- 
nal Medicine, University of Nebraska College of Medicine 

Harris, Seymour E., Ph.D., Professor and Chairman of the Department of Eco- 
nomics, Harvard University 

Harrison, Trnstey R., M.D., Professor of Medicine, Medical College of Ala- 
bama 

Harwoop, THeopore H., M.D., Dean and Professor of Clinical Medicine, Uni- 
versity of North Dakota School of Medicine 

Hayes, Mark A., M.D., Px.D., Associate Professor of Surgery, Yale University 
School of Medicine 

Hetter, Ben I., M.D., Professor of Medicine, University of Arkansas School of 
Medicine 

HeELiMAN, Louis M., M.D., Professor and Chairman of the Department of Ob- 
stetrics and Gynecology, State University of New York, New York City 

Hickam, Joun B., M.D., Professor and Chairman of the Department of Medi- 
cine, Indiana University School of Medicine 

Hitiiarp, Irvin M., M.D., Professor and Head of the Department of Medicine, 
University of Saskatchewan College of Medicine 

Hinman, E. Harorp, M.D., Pu.D., Dean; Professor and Head of the Depart- 
ment of Microbiology, University of Puerto Rico School of Medicine 

Hoimes, Tuomas H., M.D., Professor of Psychiatry, University of Washington 
School of Medicine 

Husparp, WiLtiaM N., Jr., M.D., Associate Dean and Assistant Professor of 
Medicine, New York University College of Medicine 

Hutt, Epcar, M.D., Associate Dean and Professor of Medicine, Louisiana State 
University School of Medicine 

Hunter, Tuomas H., M.D., Dean and Professor of Medicine, University of Vir- 
ginia School of Medicine 

Hurst, }. Wituis, M.D., Professor and Chairman of the Department of Medi- 
cine, Emory University School of Medicine 

Jacospsen, CARLYLE F., Pu.D., President and Dean, State University of New 
York Upstate Medical Center 
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Janeway, Cuartes A., M.D., Professor of Pediatrics, Harvard Medical School 
and Head of the Department of Pediatrics at The Children’s Hospital, Boston 

Jecuers, Harotp J., M.D., Professor and Chairman of the Department of Medi- 
cine, Seton Hall Colllege of Medicine and Dentistry 

Jouns, VARNrER J., Jr., M.D., Professor of Medicine and Chairman of the De- 
partment of Internal Medicine, College of Medical Evangelists School of Medi- 
cine 

Jones, RAvpu, Jr., M.D., Professor and Head of the Department of Medicine, 
University of Miami School of Medicine 

KAMPMEIER, RupotpH H., M.D., Professor of Medicine, Vanderbilt University 
School of Medicine 

Kerr, Ropert B., M.D., Professor and Head of the Department of Medicine, 
University of British Columbia Faculty of Medicine 

KInpE, MATTHEW R., M.D., Director, Division of Medicine and Public Health, 
W. K. Kellogg Foundation 

Kine, James P., M.D., Associate Professor and Director of the Department of 
Pediatrics, St. Louis University School of Medicine 

KINnG, STANLEY H., Pu.D., Associate Director of Research, University Health 
Services and Lecturer in the Department of Social Relations, Harvard Univer- 
sity 

Kriss, Josep P., M.D., Associate Professor of Medicine and Radiology, Stan- 
ford University School of Medicine 

Kyte, Laurence H., M.D., Professor and Chairman of the Department of 
Medicine, Georgetown University School of Medicine 

Lassy, Dantet H., M.D., Associate Professor of Medicine, University of Ore- 
gon Medical School 

LARSON, CARROLL B., M.D., Professor and Head of the Department of Ortho- 
pedic Surgery, State University of Iowa College of Medicine 

LAWRENCE, JOHN S., M.D., Professor and Chairman of the Department of Medi- 
cine, University of California at Los Angeles School of Medicine 

LEAKE, CHAUNCEY D., PH.D., Assistant Dean and Professor of Pharmacology, 
Ohio State University College of Medicine 

Lemieux, Renaup, M.D., Professor and Head of the Department of Medicine, 
Laval University 

McIntosu, Henry D., M.D., Assistant Professor of Medicine, Duke University 
School of Medicine 

McKay, Rosert J., Jr., M.D., Professor and Chairman of the Department of 
Pediatrics, University of Vermont College of Medicine 

McKer, Ketty T., M.D., Associate Professor of Medicine, Medical College of 
South Carolina 

MacsetH, Rosert A. L., M.D., Associate Professor of Surgery, University of 
Alberta Medical Faculty 

MATTHEWS, Ropert A., M.D., Professor and Head of the Department of Psy- 
chiatry, Jefferson Medical College 

MEIKLEJOHN, Gorpon, M.D., Professor and Head of the Department of Medi- 
cine, University of Colorado School of Medicine 

MiLier, Herpert C., M.D., Professor and Chairman of the Department of 
Pediatrics, University of Kansas School of Medicine 
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Mircuett, Joun McK., M.D., Sc.D., Dean and Projessor of Pediatrics, Univet- 
sity of Pennsylvania School of Medicine 

Moyer, Cart Atrrep, M.D., Professor and Head of the Department of Surgery, 
Washington University School of Medicine 

Mover, Joun H., III, M.D., Professor of Medicine and Chairman of the De- 
partment of Internal Medicine, Hahnemann Medical College 

Mue tier, C. BarBer, M.D., Professor and Chairman of the Department of 
Surgery, State University of New York Upstate Medical Center 

Mu _ ter, Jonas N., M.D., Professor and Director of the Department of Preven- 
tive Medicine and Public Health, New York Medical College 

Netson, Russett A., M.D., Director, Johns Hopkins Hospital 

NEwToN, Quice, President and Professor of Law, University of Colorada 

NICHOLSON, BEN H., M.D., Clinical Professor of Pediatrics, University of Okla- 
homa School of Medicine 

Nopack, RicHaArpson K., M.D., Associate Professor of Medicine and Assistant 
Dean, University of Kentucky School of Medicine 

Oxson, STANLEY W., M.D., Dean and Professor of Medicine, Baylor University 
College of Medicine 

Pace, Ropert G., M.D., Assistant Dean, Division of Biological Sciences and 
Associate Professor of Medicine, University of Chicago School of Medicine 

Parks, JoHN, M.D., Dean and Professor of Obstetrics and Gynecology, George 
Washington University School of Medicine 

Parson, WiLiiAM, M.D., Professor and Chairman of the Department of Internal 
Medicine, University of Virginia School of Medicine 

Parsons, TaLcort, Pxu.D., Professor of Sociology, Harvard University 

Perara, Georce A., M.D., Mep.Sc.D., Professor of Medicine, Columbia Univer- 
sity College of Physicians and Surgeons 

PLatou, RAtpu V., M.D., Professor and Chairman of the Department of Pediat- 
rics, Tulane University School of Medicine 

PLimpTon, Catvin H., M.D., Professor and Chairman of the Department of 
Medicine, American University of Beirut, Lebanon 

Powers, Ler, M.D., Associate Director, Association of American Medical Col- 
leges 

RATHBUN, JOHN C., M.D., Professor and Head of the Department of Pediatrics, 
University of Western Ontario Faculty of Medicine 

Ray, THorpr, M.D., Professor and Chairman of the Department of Medicine, 
University of Missouri School of Medicine 

REYNOLDS, WILLIAM E., M.D., Professor and Executive Officer of the Depart- 
ment of Public Health and Preventive Medicine, University of Washington 
School of Medicine 

RiIcHMOND, JuLius B., M.D., Professor and Chairman of the Department of 
Pediatrics, College of Medicine, State University of New York at Syracuse 

Rotor, Arturo B., M.D., Associate Professor of Medicine and Assistant Dean, 
University of the Philippines College of Medicine 

Rucu, Turopore C., Pu.D., Professor and Executive Director of the Depart- 
ment of Physiology and Biophysics, University of Washington School of Medi- 
cine 
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J. Pumir, M.D., Pu.D., Chancellor and Professor of Surgery, Uni- 
versity of Lund, Sweden 

SATTLER, THEODORE H., M.D., Professor of Internal Medicine and Chairman of 
the Department of Medicine, State University of South Dakota School of 
Medicine 

Scott, Gorpon H., Pu.D., Dean, Wayne State University College of Medicine 

Scott, Rotanp B., M.D., Professor and Head of the Department of Pediatrics, 
Howard University College of Medicine 

SEGER, GorDOoN H., Dr.P.H., Chief, Extramural Programs, National Institute of 
Neurological Diseases and Blindness, National Institutes of Health 

SeLpin, Donatp Wayne, M.D., Professor and Chairman of the Department of 
Internal Medicine, Southwestern Medical School, University of Texas 

SHakow, Davin, Pu.D., Chief, Laboratory of Psychology, National Institute of 
Mental Health, Health Education and Welfare 

SHANNON, JAMes A., M.D., Director, National Institutes of Health, Public 
Health Service 

SHEEHAN, JOHN F., M.D., Dean and Projessor of Pathology, Stritch School of 
Medicine of Loyola University 

Sueps, Cecit G., M.D., Clinical Professor of Preventive Medicine, Harvard 
Medical School and General Director, Beth Israel Hospital, Boston 

Srmon, Mrs. MELty, Psychiatric Social Work Consultant, New York, New York 

SLEETH, CiarK K., M.D., Associate Professor and Chairman of the Department 
of Medicine, West Virginia University School of Medicine 

SouTTeR, Lamar, M.D., Associate Dean and Associate Professor of Surgery, 
Boston University School of Medicine 

Spink, WEs.LEY W., M.D., Professor of Medicine, University of Minnesota Medi- 
cal School 

SteaD, WitiiamM W., M.D., Associate Professor of Medicine, University of 
Florida College of Medicine 

STEVENSON, CHARLEs S., M.D., Professor and Chairman of the Department of 
Obstetrics and Gynecology, Wayne State University College of Medicine 

STEVENSON, IAN P., M.D., Professor and Chairman of the Department of Neu- 
rology and Psychiatry, University of Virginia School of Medicine 

SuTER, EMANUEL, M.D., Professor and Head of the Department of Microbiology, 
University of Florida College of Medicine 

Taso, Peter J., M.D., Associate Professor and Assistant Chairman of the De- 
partment of Medicine, Stritch Schoo! of Medicine of Loyola University 

TENNEY, STEPHEN MarsH, M.D., Director of Medical Sciences, Professor and 
Chairman of the Department of Physiology, Dartmouth Medical School 

Tuomas, Lewis, M.D., Professor and Chairman of the Department of Pathol- 
ogy, New York University Post-Graduate Medical School 

THompson, JoHN D., M.D., Assistant Professor of Obstetrics and Gynecology, 
Louisiana State University School of Medicine 

TRouTMAN, Epwin G., M.D., Assistant to the Dean and Medical Director of the 
Out-Patient Department, University of Texas School of Medicine 

Tutus, I. FRANK, M.D., Professor and Chief of the Division of Medicine and 
Head of the Department of Internal Medicine, University of Tennessee School 
of Medicine 
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Tyier, Ratpu W., Px.D., Director, Center for Advanced Study in the Be- 
havioral Sciences 

Van Buskirk, CHaArLEs R., M.D., Pu.D., Professor and Head of the Division of 
Neurology, Department of Medicine, University of Maryland School of Medi- 
cine 

VaucuHaNn, Victor C., III, M.D., Professor and Chairman of the Department of 
Pediatrics, Medical College of Georgia 

Watsu, Joun R., M.D., Professor of Medicine, Creighton University School of 
Medicine 

Wearn, Josern T., M.D., Dean and Professor of Medicine, Western Reserve 
University School of Medicine 

Wer, Joun M., M.D., Pu.D., Associate Director for Medical Education and 
Public Health, The Rockefeller Foundation 

Wiccrns, Water S., M.D., Associate Secretary, Council on Medical Education 
and Hospitals, American Medical Association 

Wriiiiams, Ropert F., M.D., Assistant Dean and Assistant Professor of Medi- 
cine, Western Reserve University School of Medicine 

Witson, JAmes L., M.D., D.Sc., Professor and Chairman of the Department of 
Pediatrics and Communicable Diseases, University of Michigan Medical 
School 

WILson, VERNON E., M.D., Associate Dean and Assistant Professor of Pharma- 
cology, University of Kansas School of Medicine 

Wotr, Stewart G., Jr., M.D., Professor and Head of the Department of Medi- 
cine, University of Oklahoma School of Medicine 

Youmans, JoHN B., M.D., Professor of Medicine Emeritus, Vanderbilt, Univer- 
sity School of Medicine 

Younc, Ricuarp H., M.D., Dean and Professor of Medicine, Northwestern 
University Medical School 

Yount, Ernest H., Jr., M.D., Professor and Director of the Department of In- 
ternal Medicine, Bowman Gray School of Medicine of Wake Forest College 

ZIMMERMAN, HyMAN J., M.D., Professor and Chairman of the Department of 
Medicine, Chicago Medical School 
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